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FOREWORD 


es HE QuarTERLY Review oF SuRGERY provides a systematic plan, organized 
for the purpose of making available a concise and authoritative presentation of 
the current progress, trends, and attitudes in all branches of surgery. Compiled from 
every dependable source, this plan covers all state, national, and special journals as 
well as the bulletins, reports, etc., of the clinics and hospitals. Presented briefly but 
without sacrificing any essential detail, these highly significant data are further en- 
hanced by comments of the members of the Editorial Board, based upon and summar- 
izing their own clinical experiences as well as those of other recognized authorities. All 


data are classified and published under the following headings: 


1. Anesthesia and Analgesia 19, Lung 38. Genitourinary Surgery 
2. Pre- and Postoperative 20. Mediastinum 39. Gynecologic Surgery 
Therapy 21. Heart 40. Vascular Surgery 

3. Surgical Technic 22. Esophagus . 41. Arteries 
4. Surgical Infections 23. Breast 42. Veins 
5. Tumors 24. Diaphragm 43. Orthopedic Surgery 
6. Neurosurgery 25. Abdominal Surgery 44. Fractures 
7. Skull 26. Abdominal Walt 45. Dislocations 
8. Brain 27. 46. B 
28. Peritoneum 
9. Spine and Spinal Cord 47. Joints 
. 29. Stomach and Duode- 
10. Peripheral Nerves anime 48. Tendons 
11. Sympathetic Nervous 30. Small 49. Amputations 
System 31. Appendix 50. Traumatic Surgery 
12. Head and Neck 32. Colon and Rectum 51. Burns 
13. Oral Surgery 33. Intestinal Obstruction §2. Shock 
14. Plastic Surgery 34. Anus 53. Transfusions 
15. Thyroid and Parathyroid 35. Liver and Biliary 54. Wounds 
16. Thoracic Surgery Tract 55. Military Surgery 
17. Chest Wall 36. Pancreas 56. Experimental Surgery 
18. Pleura 37. Spleen 57. Miscellaneous 


It is believed that this plan will assist the reader to locate quickly the articles of 
current interest and will prove most helpful in making readily available the references 
necessary in the compilation of bibliographies on surgical subjects. Under each classifi- 
cation, immediately following the abstracts, there will be published references to current 
articles not abstracted. 


The suggestions and comments of our readers will be gratefully received. 


Henry N. Harkins, M.D., Department of Surgery 
Johns Hopkins Hospital, Baltimore, Maryland 


Published Quarterly by 


WASHINGTON INSTITUTE OF MEDICINE 
1720 M Street, N. W., Washington 6, D. C. 


ADVERTISING DEPARTMENT 
2000 Connecticut Avenue, Suite 710, Washington 8, D. C. 


Subscription rate: $9.00 per year 


Entered as second-class matter Nov. 23, 1943 at the Post Office at 
Washington, D. C., under the Act of March 3, 1879. 
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1. Anesthesia and Analgesia 
THE CHOICE OF ANESTHESIA IN CARDIAC DISEASE 


STANTON BELINKOFF 
New York, N. Y. 
Anesthesiology 7:268-75, May 1946 


In surgery of patients with coro- 
nary artery disease preoperative seda- 
tion is important, and morphine and 
scopolamine in the ratio of 25 to 1 are 
excellent. The dangers to be avoided 
in these patients include: anoxia of the 
cardiac muscle, insufficient oxygen in- 
take, the excitement stage, and over- 
loading the circulation with intrave- 
nous fluids. Spinal anesthesia is con- 
traindicated since it sharply lowers the 
blood pressure. For general anesthe- 
sia, 2 to 3 per cent of intravenous so- 
dium pentothal plus inhalations of 
100 per cent oxygen is the method 


of choice. In intra-abdominal pro- 
cedures, inhalation anesthesia should 
be used, with the carbon dioxide ab- 
sorption technic. Intercostal block 
may be used with sodium pentothal, 
employing 2 per cent procaine with- 
out adrenalin. Aminophylline is used 
routinely in these patients, 2 cc. con- 
taining 7) grains being given intra- 
muscularly about fifteen minutes be- 
fore anesthesia is begun. 

In decompensation, spinal anesthe- 
sia is the method of choice, especially 
where the operation is below the dia- 
phragm. In some instances the pa- 
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tient is put to sleep with a continuous 
pentothal drip composed of a 0.5 per 
cent solution in a 50 per cent mixture 
of nitrous oxide and oxygen. The pa- 
tient should be given 100 per cent 
oxygen during the operation and for 
twenty-four hours after. Blood pres- 
sure may be sustained by neosyneph- 
rin hydrochloride, and venoclysis 
should be started before the opera- 
tion. 

Hypertensive heart cases are treat- 
ed according to whether the systolic 
or diastolic pressures are preferential- 
ly elevated. In the high diastolic 
pressure group, a spinal anesthesia is 
contraindicated for intra-abdominal 
surgery where the blood pressure may 
fall sharply, but it is safe for perineal 
procedures, operations upon the vag- 
ina or rectum where the anesthesia 
can be limited to the “saddle” area 


with small anesthetic doses and neg- 
ligible drop in blood pressure. An- 
oxia is prevented by giving 100 per 
cent oxygen. Minor superficial opera- 
tions may be done with intravenous 
sodium pentothal with 100 per cent 
oxygen. For all major surgery inha- 
lation anesthesia with cyclopropane- 
oxygen is the best method. Adding 
small quantities of ether acts as a car- 
diac stabilizer. Spinal anesthesia 
should be used if kidney damage is se- 
vere, except where the diastolic pres- 
sure is high, in which case cyclopro- 
pane is used. In hypertension with 
arteriosclerotic heart disease, inhala- 
tion anesthesia with cyclopropane is 
the method of choice. 5 references. 
[Some anesthetists advise against spinal 
anesthesia even in decompensative cardiac 
disease. Pentothal is considered contrain- 
dicated in all allergic patients.—FEp. | 


ANESTHESIA FOR THE SURGERY OF PERIPHERAL 
VASCULAR DISEASE 
C. G. TownsEND 


Woolwich War Memorial Hospital, England 
Post-Grad. M. J. 22:67-71, February 1946 


The guiding principles in anesthet- 
izing the vascular patient are the same 
as those applicable to the administra- 
tion of any anesthetic, but in the pres- 
ence of marked vascular disease these 
principles become of vital importance 
and must be scrupulously observed. 
Any technic which causes a sudden rise 
or fall of blood pressure cannot be 
permitted. The mimimum of lipoid- 
soluble anesthetic agents should be 
used as they are thought by some to 
produce a histotoxic anoxia and are 
known to diminish the alkali reserve. 
In selecting a general anesthetic the 
condition and age of the patient to- 
gether with the severity and probable 


duration of the operation are factors 
which should all be taken into account. 
Samuels considers cyclopropane the 
inhalation agent of choice, and the 
author uses cyclopropane for lower 
limb amputations in the medium and 
some poor risk cases. For such oper- 
ations as preganglionic sympathec- 
tomy in the upper limb or the repair 
of a traumatic femoral arterio-venous 
fistula, pentothal followed by nitrous 
oxide-oxygen, with the addition of 
minimal trilene if necessary, is a suit- 
able combination. Spinal analgesia is 
of value in the diagnosis and treat- 
ment of vascular cases, but it should 
never be used for the arteriosclerotic 
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with limb gangrene. Local analgesia 
is becoming increasingly valuable. For 
all operations on the upper limb a 
brachial plexus block is the anesthetic 
of choice. Indications for the use of 


additional different methods together 
with their limitation in peripheral vas- 
cular disease are given in detail, and 
the technic of refrigeration anesthesia 
is described in full. 22 references. 


. 


CARDIAC ARREST AFTER SPINAL ANESTHESIA: REPORT 
OF A CASE WITH RECOVERY 


Lium 
Portsmouth Hospital, Portsmouth, N. H. 
New England J. Med. 234:691-92, May 23, 1946 


In the case reported, the patient 
stopped breathing forty-three min- 
utes after the onset of operation for 
cholecystectomy under pontocaine spi- 
nal anesthesia (18 mg. pontocaine). 
Premedication consisted of: pento- 
barbital sodium 0.2 Gm. at bed time 
and repeated one hour before surgery, 
followed by morphine sulphate, 10 
mg., thirty minutes before operation. 
The patient was sustained by artificial 
respiration and cardiac massage dur- 
ing the period of respiratory, and 
then cardiac, arrest. Five minutes 
from the time cardiac arrest was 
noted, a slow, firm beat was reestab- 


lished, quite suddenly. Procedure 
during the emergency was: firm car- 
diac massage against the chest wall, 
through the abdominal wound, fol- 
lowed by artificial respiration, for a 
few respirations with oxygen mask on 
the face. Artificial respiration was 
carried out by hand for thirty-five 
minutes until spontaneous respiration 
occurred. It was then possible to con- 
tinue and to safely finish the opera- 
tion. For twenty-four hours post- 
operatively the patient’s response was 
that of a decerebrate. This cleared 
slowly without any neurological re- 
sidua. 6 references. 


CYCLOPROPANE ANAESTHESIA 


Boyp 
Ulster M. J. 15:58-77, May 1946 


Cyclopropane anesthesia is particu- 
larly suitable for cases of anemia, 
goiter, cardiac decompensation, severe 
shock, toxicity, hypertension, and for 
thoracic surgery, gynecologic sur- 
gery and obstetric procedures. Dia- 
betic patients do well because there is 
very little, if any, vomiting following 
its use. Diabetic patients are given in- 
sulin, units X, with the preoperative 
medication. Drugs which are respira- 
tory depressants should be used with 


caution as premedication for cyclopro- 
pane anesthesia. Avertin (per rec- 
tum), sodium pentothal and the bar- 
biturates are favored as preoperative 
medications. Seconal may be used for 
children. Atropine, 1/100 grain, is 
given five minutes before the adminis- 
tration of sodium pentothal. If the 
dose of seconal exceeds 1% grains 
atropine, 1/80 grain, should be given 
in order to control the salivary glands. 

The administration of cyclopropane 
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by the endotracheal technic is valu- 
able in surgery about the head and 
neck and in upper abdominal surgery. 
After induction, cyclopropane should 
never be given faster than 100 cc. per 
minute because of the danger of res- 
piratory depression which can result 
from too abrupt an increase in the 
concentration of the agent. At the 
end of the operation, in order to 
avoid a sudden change from the high 
oxygen content of the anesthetic mix- 
ture to the normal oxygen content of 
the air, a little air should be intro- 
duced into the system gradually. The 
first indication that the anesthesia is 
becoming light is a drop in blood pres- 
sure of 10 to 20. mm. and a corre- 
sponding rise in the pulse rate. The 
presence of an increased carbon diox- 
ide content is indicated by a rise in the 
blood pressure and pulse rate. Other- 
wise the blood pressure and pulse re- 
main fairly constant. The respiratory 
rate does not increase immediately 
prior to respiratory arrest and the lat- 
ter precedes by considerable time car- 
diac arrest. The blood sugar level 
rises slightly in the normal patient 
(controlled in diabetics). No change 
is noted in the blood, except for an 


increase in the white cell count. Liver 
and kidney function are not disturbed 
by cyclopropane. Post-delivery bleed- 
ing is reduced because uterine contrac- 
tion is either unaffected or increased. 
While the clotting time is unaffected, 
capillary oozing is observed, particu- 
larly during closure of the incision. 
This phenomenon may be caused by 
capillary dilatation resulting from the 
cyclopropane itself, from the main- 
tenance of a fairly high blood pres- 
sure level, and by the use of antiseptic 
solutions containing spirit, on the 
edges of the wound. The incidence of 
postoperative nausea and vomiting is 
low. 

The three contraindications to the 
use of cyclopropane anesthesia which 
must always be observed are: opera- 
tions requiring the use of diathermy 
current, for cutting or coagulation, or 
the presence of an x-ray machine; 
operations requiring the use of adrena- 
lin, as in local anesthetics supplement- 
ing the general anesthetic, or as a 
vasoconstrictor for mucous areas (dan- 
ger of ventricular fibrillation); and 
operations in which the closed circuit 
system can not be used, as in tonsillec- 
tomy. 18 references. 


2. Pre- and Postoperative Therapy 
FURTHER COMMENTS ON EARLY AMBULATION 


ALEXANDER W. BLaIN 


Alexander Blain Hosp 


Early post-operative ambulation re- 
duces morbidity and mortality follow- 
ing surgery, and is applicable to the 
majority of surgical patients. Excep- 
tions to this general rule are patients 
suffering shock or infection. Septi- 
cemia and other major infections can 
be adequately treated only if the pa- 


. Bull. 5:83, May 1946 


tient remains in bed; hemorrhage and 
shock must also be combated before 
permitting the patient to rise. Phle- 
bitis is a distinct contraindication to 
early post-operative rising. 

As a general rule, early ambulation 
prevents complications following sur- 
gery and is indicated in the absence of 
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serious complications. It is not in- 


tion of atelectasis ) which have already 
tended as a therapeutic measure for 


developed prior to or during opera- 
tion. 


serious complications (with the excep- 


PROTEIN NEEDS OF THE AGED SURGICAL PATIENT 


P. FAGERsTROM 
California & West. Med. 64:292-95, May 1946 


Since achlorhydria is present in 
more than 40 per cent of persons 60 
years of age, complete breakdown of 
protein food is limited and pepsin di- 
gestion is retarded. As hypoprotein- 
emia may be present in the absence of 
edema and ascites, the deficiency is the 
result of impaired hepatic synthesis of 
proteins in the food digested. In el- 
derly patients, even minor degrees of 
hepatic damage may be reflected in 
lowered levels of blood protein. 

The relative merits of whole blood, 
plasma and plasma albumin are in 
controversy. The latter, now avail- 
able commercially, exerts five times 
more pull on the tissue fluids than 
does plasma; 20 cc. of 25 per cent 
solution of albumin will pull three 
and a half times its volume into the 
blood vessels within fifteen minutes. 
However, its high cost obviates its 
prolonged use. A combination of 
whole blood and amino acids is prob- 
ably best suited to the treatment of 
acute deficiencies. Amino acids may 
be added to the usual infusions of dex- 
trose and when given slowly the body 
assimilates from 10 to 20 Gm. of pro- 
tein per hour. Pure amino acids in 
crystalline form are nontoxic and ade- 
quate as the sole source of nitrogen in 
human nutrition. 

The author uses protein digests 
liberally as a supplement to a high 
protein, high carbohydrate and low 
fat diet for all elderly patients being 
prepared for surgery who show evi- 


dence of protein malnutrition. From 
50 to 70 Gm. of protein hydrolysates 
by mouth daily is continued postop- 
eratively until the patient has re- 
gained body strength and vigor. Pa- 
tients withstand operation in better 
condition, the postoperative period of 
starvation is practically eliminated, 
lassitude and muscular weakness are 
not common, the bed period is re- 
duced and convalescence is greatly 
shortened. 11 references. 


REFERENCES TO CURRENT ARTICLES 


Practical Observations on the Copper Sul- 
fate Method for Determining the Spe- 
cific Gravities of Whole Blood Serum. 
Ernest E. Muirhead (Lt., M.C., U.S. 
N.R.), M. H. Grow (Lt., M.C., U.S. 
N.R.) and Albert T. Walker (Capt., 
M. C., U.S.NR.). Surg., Gynec. & 
Obst. 82:405-13, April 1946. The 
copper sulphate method for measurement 
of the specific gravity of whole blood 
and plasma or serum may be used to 
determine hemodilution, hemoconcentra- 
tion, anemia, and hypoproteinemia, since 
the specific gravity of whole blood is 
mainly due to the concentration of red 
cells and the serum specific gravity is 
due mainly to the concentration of pro- 
teins. This test was of great value in 
gauging the efficiency of therapy in cases 
with hemorrhage, with or without severe 
circulatory embarrassment; hemorrhage 
with acute posthemorrhagic anemia, 
burns, anemia and dehydration. [The 
copper sulphate method (Phillips, Van 
Slyke) for the measurement of specific 
gravity of whole blood, plasma or se- 
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rum has been used extensively in one 
laboratory for two years. The accuracy 
of this method is almost equal to that of 
the Fisher photoelectric method for 
hemoglobin, of the centrifusion method 
for the hematocrit, and of the Green- 
berg method for plasma proteins. The 
simplicity and rapidity of the copper 
sulfate method and the reproducta- 
bility of results make it the method of 
choice in most hemorrhage, shock and 
fluid balance problems arising in both 
surgical and medical cases. However, 
the results obtained by this method must 
be interpreted with the same care and 
correlation with clinical findings as re- 
sults obtained by any other method. One 
editor finds that his experiences with this 
method in reference to its accuracy are 


In plastic surgery, the use of a peg 
to prevent sutures cutting through 
tissues is often necessary. Rubber pegs 
have been employed but it is often 
difficult to get the proper type of rub- 
ber, and passing sutures through a 
small square of rubber is often difh- 
cult and time consuming. The author 
has developed a method, using a rect- 
angle of oiled silk, 2144 by 4 inches, 
which is folded into 3 thicknesses 
along its length. This triple fold is 
stitched along the border that does 
not have the free edge, the stitching 
being % inch from the edge. When 
this peg is needed, the needles can be 
passed through the stitched edge rap- 
idly and easily, and a peg of the size 
desired cut from the piece; this can 
also be done when the needles have 
been passed through the tissues. 


the same as those reported by J. Atchley 
et al at College of Physicians and Sur- 
geons (J. Lab. & Clin. Med. 30: 
830, 1945). Recently Phillips and 
Van Slyke have applied this method to 
the determination of blood volume in 
which the specific gravity of the plasma 
before and after transfusion of a known 
quantity of isosmotic plasma (rate of 50 
to 100 cc. per minute) and the specific 
gravity of the transfused plasma are 
compared on a simple nomogram. If 
this rapid method proves as accurate as 
comparison with dye methods for blood 
volume seems to indicate, it will enable 
the clinician to visualize the pathogenesis 
of shock-states, hypoproteinemia and wa- 
ter shifts more clearly and to follow 
therapy more accurately.—Ep. | 


3. Surgical Technic 


A NEW TYPE OF SURGICAL PEG 


Stoney A. Fox (Lt. Col., M.C., A.U.S.) 
Martinsburg, W. Va. 
Am. J. Ophth. 29:586-87, May 1946 


These pegs are firm enough to pre- 
vent the sutures cutting the tissues, 
but also so soft that they do not mac- 
erate the skin. 1 figure. 


REFERENCES TO CURRENT ARTICLES 
Five Years’ Experience with Spool Cotton 
as a Suture Material. Phil Thorek, Chi- 
cago, Ill. Am. J. Surg. 71:652-55, 
May 1946. Cotton sutures have been 
used in over 1000 operations in the past 
five years, including intestinal anasto- 
moses (mucous membrane) and anasto- 
moses between the gallbladder and small 
intestine, gastric resections except for the 
through-and-through suture lines, thy- 
roidectomies and mammectomies, and in 
cases of infected wounds and peritonitis. 
The technic of Halsted for nonabsorb- 
able sutures is strictly followed. A stand- 
ard make of cotton thread must be used; 
the sizes most frequently employed are 
quilting cotton and No. 24. The nat- 
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ural twist of cotton keeps the suture 
compact and prevents tissue ingrowth; 
the strength of the suture is perserved 
after sterilization and after it is placed 


in the tissues; cotton causes minimal tis- 
sue reaction. 21 references. [One Edi- 
tor is enthusiastic about No. 60 white 
cotton as a suture.—Ep. | 


4. Surgical Infection 


RECENT ADVANCES IN THE MANAGEMENT OF GANGRENE 
~AND INFECTIONS IN PATIENTS WITH 
DIABETES MELLITUS 


Levanp S. McKirrrick 
Boston, Mass. 
Am, J. Digest. Dis. 13:142-48, May 1946 


Infection as a cause of mortality in 
operations on patients suffering from 
diabetic gangrene has been largely 
eliminated since 1934, when it was re- 
sponsible for half of the deaths; from 
1941 to 1944 the mortality in major 
amputations was 4.1 per cent, which 
was attributable principally to cardio- 
vascular and other conditions than in- 
fection. 

Careful selection of time and place 
of operation and use of chemothera- 
peutic agents have been important in 
achieving these results. An increasing 
number of operations have been done 
with short-term success by amputation 
through the foot just proximal to the 


heads of the metatarsals instead of at 
a higher level. Chemotherapy has ex- 
tended the usefulness and safety of 
partial closure of wounds after re- 
moval of one or more toes proximal 
to the heads of the metatarsals for in- 
fection; better end results are ob- 
tained and hospitalization is short- 
ened. 

It is suggested that the early, ac- 
tive use of penicillin may completely 
alter the present concept of treatment 
of carbuncles and other staphylococcus 
skin infections. 2 tables. 3 figures. 

[At least one Editor favors freezing as 
anesthesia in such cases.—Ep. ] 


CUTANEOUS ANTHRAX 


Haroip V. (Major, M.C., U.S.A.), J. (Capt., M.C., 
A.U.S.), Henry L. Bookwarrer (Capt., M.C., A.U.S.) and 
CALDERON Howe (Lt., M.C., U.S.N.R.) 

J. A.M. A, 131:1105-1108, Aug. 3, 1946 


A series of 25 consecutive cases of 
cutaneous anthrax were studied to ob- 
serve results of treatment with peni- 
allin or penicillin and sulfadiazine. 
There were no controls. 

Infection occurred at the site of 
previous trauma in 5 patients. Earli- 


est symptoms were pruritis at seat of 
lesion, sometimes appearing before 
the lesion, and a small red macule 
which later changed into a small ves- 
icle or ulcer. The infection usually 
existed about 48 hours before diag- 
nosis was made. Treatment was start- 
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ed promptly upon presumptive diag- 
nosis but had no effect upon the typi- 
cal pathologic cycle of the lesion. The 
reason for this is not understood but 
experimental evidence indicates that 
some factors responsible for the dis- 
ease pathology were produced by the 
infecting agent prior to start of treat- 
ment and persisted even after no or- 
ganisms were present. Laboratory 
studies showed the organisms in 
smears and blood specimens. B. an- 
thracis was only found in three blood 
cultures before treatment. No organ- 
isms were found in the blood after 
twenty-four hours or more of treat- 
ment and all patients rapidly recov- 
ered, 


Penicillin was administered intra- 
muscularly, 60,000 units every three 
hours for five doses and then 30,000 
units similarly until symptoms sub- 
sided. Total doses were from 1,000,- 
000 to over 4,000,000 units. Larger 
doses were necessary in some. cases. 
The lesions were kept moist with wet 
dressings of 1000 units of penicillin 
per cc. for seven days. Patients were 
kept in bed during the acute phase 
and affected parts were immobilized 
when practicable. Patients received 
nothing else except symptomatic and 
supportive treatment. Further clini- 
cal trial of this treatment of cutaneous 
anthrax is indicated. 5 references. 3 
tables. 5 figures. 


PENICILLIN THERAPY FOR TENDON SHEATH INFEC- 
TIONS OF THE HAND 


Joan A. Marspen 
Royal Melbourne Hospital, Melbourne, Australia 
M. J. Australia 1:435-36, March 30, 1946 


The results of treating 10 cases of 
suppurative tenosynovitis of the hand 
with penicillin are reported and 2 case 
histories detailed. Local penicillin 
therapy is begun immediately on di- 
agnosis, with the additional adminis- 
tration of 15,000 units of penicillin 
intramuscularly every three hours, 
and simultaneous institution of active 
movements of all the fingers. In these 
cases signs of toxemia disappeared in 
one to two days; in all but 1 case the 
infection remained localized in the 
tendon sheath. Half of the group re- 
covered full function of the digit, in 
3 the function was impaired, and in 2 
stiff fingers resulted, requiring inci- 
sion. There was no instance of osteo- 


myelitis or arthritis, and none of the 
digits were lost or hands disorganized. 
Usually from three to four weeks 
hospitalization was required, with an 
additional one or two weeks off duty. 

The therapy has the disadvantages 
of being painful, necessitating the giv- 
ing of morphine before injections; of 
requiring long hospitalization; and of 
involving the risk of spreading the in- 
fection by creating further tension in 
the tendon sheath, unless the penicil- 
lin solution is washed through the in- 
fected sheath from one needle to an- 
other and drainage from the sheath is 
adequate. 2 figures. 


[Intra-arterial penicillin could be con- 
sidered here.—Ep. | 
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STREPTOMYCIN IN THE TREATMENT OF SURGICAL IN- 
FECTIONS. REPORT OF EXPERIENCES WITH ITS USE 


WinsLow HirsHFEvp, CHarves W. Buccs, MarrHew A. PILLING, 
BERNICE BronsTEIN and CHaRLEs O’DoNNELL 
Wayne University College of Medicine, and City of Detroit Receiving Hospital, 
Detroit, Mich. 
Arch. Surg. 52:387-401, April 1946 


Streptomycin was administered to 
56 patients. From this experience it 1s 
concluded that: streptomycin is capa- 
ble of sterilizing the blood stream in 
short order provided that the infect- 
ing organisms are susceptible to a 
serum concentration of the drug that 
can be safely used. It was of value 
in cases of septicemia due to E. colli, 
A. aerogenes and P. aeruginosa. 
Streptomycin is excreted in high con- 
centrations in the urine. There was an 
apparent lack of response to therapy 
in patients with peritonitis and infec- 
tions of the soft tissues; most of these 
infections were due to a mixture of or- 
ganisms, the most resistant group of 
which appeared to. be the nonsporu- 
lating anerobes. Streptomycin does 
not sterilize walled-off collections of 
pus, even though the organisms in- 
volved are susceptible to its action. 
Toxic reactions, appearing in 12 pa- 
tients, were: fever, rash, weakness, 
myalgia, arthralgia, arthritis, nausea 
and vomiting. Most patients com- 
plained of considerable pain and per- 
sistent soreness at the sites of intra- 
muscular injections. In many _ in- 
stances, these areas exhibited indura- 
tion which persisted for several days. 
5 references. 8 tables. 


[It is hoped that this drug will survive 
the test of time.—Eb. | 


REFERENCES TO CURRENT ARTICLES 


A Case of Metastatic Gas Gangrene. H. 
K. Bourns (Capt., R.A.M.C.). Brit. 
M. J. 1:570-71, April 13, 1946. A 


- case of metastatic gas gangrene is re- 
ported in which the development of gas 
gangrene in a wound of the right leg 
appeared at the end of three days, and 
later a metastatic spread to the left foot. 
The fact that the left plantar muscles 
were the site of the metastatic spread 
was probably due to their insufficient 
blood supply resulting from damage to 
the posterior tib:al artery at the ankle. 
This case emphas'zed the fact that early 
surgery is always essential and that re- 
moval of all dead muscle is the only safe 
method for prevention of gas-gangrene. 
In this case it would appear that the 
blood level of penicillin, although gen- 
erally considered to be adequate, was not 
capable of preventing the spread of the 
organism by the blood stream. 4 ref- 
erences. 


Inactivation of Penicill’n by Tubing. Jo- 
seph K. Narat and Arthur E. Cipolla, 
St. Elizabeth Hospital, Chicago, Il. 
Am. J. Surg. 71:667-68, May 1946. 
Experiments demonstrated the consid- 
erable inactivating effect of natural and 
synthetic rubber tubing tested on peni- 
cillin. Therefore, for the time being, a 
conclus‘on is justified that the calculated 
dose of penicillin should be enriched by 
addit‘onal 15 to 30 per cent if the drug 
is to be given in the form of an infusion. 


Sensitivity.to Tincture of Merthiolate. Les- 
ter Lipson (Capt., M.C., A.U.S.). New 
England J. Med. 234:411, March 28, 
1946. The case report is that of a sol- 
dier whose abraded knees, treated for 
five days with tincture of merthiolate, on 
admission to the hosp'tal revealed many 
blebs and bullae, filled with serous or 
purulent fluid together with a surround- 
ing area of inflammation and indura- 
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tion. The area involved included the 
extensor surfaces of both knees and ad- 
jacent thigh and leg regions. Patch tests 
were done with tincture of merthiolate, 
aqueous solution of merthiolate, alcohol, 
acetone, tincture of metaphen, aqueous 
solution of mercurochrome and mercuri- 
al ointment. The merthiolate tests were 
the only ones showing positive reactions. 
Treatment of the pyoderma was un- 
eventfully successful. [One Editor fa- 
vors neutral soap and water for skin 
sterilization. He believes toxic reactions 
may occasionally occur from other anti- 
septics and cites one patient who, at each 
of her operations, developed a rash and 


a toxic urinary suppression from iodine 
applied as a skin clean-up.—Ep. | 

The Use of Myristyl-Picolinium Chloride 
in Surgery. Arnold Schwyzer, Minne- 
sota. Med. 29:321-25, April 1946, 
Quatresin (myristyl-gamma-picolinium 
chloride) was used in about 150 cases of 
intestinal anastomosis. Infection did not 
occur in any animal. No toxic reactions 
have followed its free use on any open 
surface. The solution was poured into 
a trephine opening of the skull and no 
reaction occurred. However, quatresin 
has no effect on late cases of infection 
delayed for eighteen hours. 34 refer- 
ences. 3 tables. 


5. Tumors 


See Contents for Related Articles 


6. Neurosurgery 
ARTERIOVENOUS ANEURYSMS OF THE SCALP AND FACE 


Wa E. Danpy 
Baltimore, Md. 
Arch. Surg. 52:1-32, January 1946 


Though occurring anywhere over 
the body, arteriovenous aneurysms are 
more commonly found in the scalp. 
Only 200 to 300 cases are reported in 
the literature to date. The author re- 
ports 7 cases of arteriovenous aneu- 
rysms of the scalp and 2 of the face. 
Six of these cases are of a type differ- 
ing from others which have been de- 
scribed, in that the primary arterio- 
venous aneurysm is in the dura of one 
or both sides while the extracranial 
aneurysm arises from numerous per- 
forations of the bone from branches 
of the dural aneurysm. 

Of the author’s 9 cases, 7 are known 
to be of congenital and 1 is of trau- 
matic etiology. In the latter, as a 
result of injury, connection was estab- 


lished between small arteries and 
veins. In the 7 cases of congenital 
origin, the arterial component is de- 
rived from the middle meningeal ar- 
tery, and therefore, the blood comes 
through the skull from the cranial 
chamber. Not all such aneurysms 
have intracranial connections but when 
they exist, ligations of the scalp ar- 
teries or of the external carotid artery, 
make no impression on either the pul- 
sation or the size of the extracranial 
aneurysm. The external carotid cuts 
off blood supply to the middle menin- 
geal artery. When both external caro- 
tid arteries are ligated, and this can be 
done with impunity, the pulsation of 
the aneurysm is completely stopped, 
but the effect is only transient because 
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of the extensive collateral circulation. 


There are two types of arteriove- 
nous aneurysms of the scalp: (1) that 
in which preformed, genuine arteries 
come through the skull and enter a 
primary congenital angiomatous mass, 
and (2) that in which numerous thin- 
walled vessels penetrate the skull and 
form an arteriovenous bed without a 
primary angiomatous mass in the 
scalp. In the latter group, the scalp 
arteriovenous bed is smaller; in 5 of 
the 6 cases of this type, an arteriove- 
nous component of the aneurysm was 
also present in the cerebral hemi- 
sphere. This has never been demon- 
strated in the first group, and, because 
of the great size of the extracranial 
aneurysms, the author thinks that 
there are no intracranial components. 
In the second group, the vessels pene- 
trating the bone are so thin walled 
that they are not recognizable as such. 
The diffuse vascularity of the bone in 
the group is similar to the highly vas- 
cularized dura which develops over 
dural meningiomas. In the first 
group, the vessels were preformed 
and the firm walls permitted their iso- 
lation and control by ligatures. 

Roentgenographically, the vessel 
grooves are frequently visible in the 
skull. In 1 case, the affected region 
of the skull appeared moth-eaten be- 
cause of the vascular perforations. In 
7 cases of aneurysms of the scalp, the 
grooves of the oversized middle men- 
ingeal arteries were strikingly shown 
in the roentgenograms. In all but 2 
of the 9 reported cases, the aneurysm 
was in the parieto-occipital region; 
enlargement of the posterior branch 
of the middle meningeal artery is im- 
portant in roentgenologic diagnosis. 
In 5 cases, both the right and left 
meningeal arteries were about equal- 
ly enlarged, although the size of the 


extracranial aneurysm varied on the 
two sides (and the hemanopsia was al- 
ways unilateral). In 3 cases, numer- 
ous calcific deposits in the brain indi- 
cated the extension of the aneurysm. 


In 5 of these cases, there was a 
right homonymous hemianopsia to 1n- 
dicate brain involvement. Epileptic 
seizures occurred in 4 of the 9 cases, 
suggestive evidence of the lesions’ 
cerebral extension; in 1 patient, ex- 
posure of the cerebral hemisphere re- 
vealed that the seizures were due to 
three dense bony plaques of congeni- 
tal origin. Since congenital lesions are 
frequently multiple, and intracranial 
extension of an aneurysm cannot be 
accepted on the basis of convulsions. 
Three of the aneurysms (all with 
hemianopsia) were demonstrated, at 
operation, to be in the brain: one in 
the fronta] and temporal, one in the 
temporal and parietal, and one in the 
parietal and occipital lobes. 

The treatment of these aneurysms 
depends on whether the arterial coil 
is extracranial or intracranial. If ex- 
tracranial, removal of the mass will 
result in a cure; if intracranial, re- 
moval of the group of vessels emerg- 
ing from the skull will cure the extra- 
cranial aneurysm, but the primary 
coils in the dura will continue to cause 
headache. In the case of the intra- 
cranial angiomatous mass, a semi- 
circular flap of scalp is turned down 
so as to expose the entire group of 
vessels emerging from the bone in the 
involved area. The bone is scraped 
and waxed, or when the arterial sup- 
ply to the scalp is eliminated, the pul- 
sating vessels in the scalp will col- 
lapse. 

The excision of an angiomatous 
mass, which is entirely extracranial, 
can be done by a semicircular flap 
around the mass of a straight incision 
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over its center. The mass of vessels 
is isolated from the scalp and removed 
from the skull, and the entering ves- 
sels are waxed; should the tumor in- 
vade the skin, a straight incision is 
preferable because the affected area of 
skin should be excised. The redun- 
dant skin edges can be approximated 
without leaving a defect in the scalp. 
The flap is easier, but if the aneurysm 
is over the forehead, a straight incision 
will leave a smaller scar. 

Ligation of external carotid arteries 
is unnecessary for aneurysm of the 
scalp since the bleeding is easily con- 
trolled. Ligations of the common or 
internal carotid arteries are strongly 
contraindicated. Ligation of external 
and internal carotid arteries on one 
side, however, is necessary for aneu- 
rysms involving the eyelids. The op- 
timum time for removal of an aneu- 
rysm of the latter type is immediately 
after the arteries have been ligated; 
delay favors return of some pulsation. 

Nothing, in the opinion of the au- 
thor, can be accomplished toward re- 
moval of the intracerebral aneurysm. 
Extensive coagulation of the varices 
of the middle meningeal arteries has 
been done in these cases with benefit. 
Whether the extracranial aneurysm 
would recur unless the dural vessels 
are also obliterated is unknown, 


though the author thinks this would + 


be the case. It was deemed advisable 
to attack the dural vessels to increase 
the probabilities of success; this does 
not entail much of a risk, but it leaves 
a defect in the skull (correctible at a 
later date); the skull, in these cases, 
must be removed piece-meal since a 
bone flap would not be safe with such 
profuse bleeding. The author oper- 
ates on one side only when the head- 
ache or noise is unilateral and on both 
sides when the symptoms are bilateral. 
31 references. 17 figures. 


REFERENCES TO CURRENT ARTICLES 


Penicillin in Infections Involving the Cen- 
tral Nervous System and Skull. H. C. 
Naffziger, Helen Warmer, Walter E. 
Stern, Roberta Fenlon and H. J. Mc- 
Corkle. J. A. M. A. 131:1183-85, 
Aug. 10, 1946. A series of 37 patients 
is discussed. Cases of meningitis re- 
ceived 160,000 to 400,000 units of pen- 
icillin intramuscularly daily for an aver- 
age of 22 days.and 5,000 to 20,000 
units intrathecally daily for an average 
of 5 days. Infections involving bones of 
the skull and meninges were treated as 
meningitis. ‘Those involving bones of the 
skull alone received 100,000 to 200,000 
units of penicillin daily, with double this 
amount for more severe cases, for 9 to 
44 days. Surgical drainage or excision 
of infected bone and mucous membrane 
when accessive is frequently also neces- 
sary. 
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7. Skull 


A CASE OF OSTEOMYELITIS IN THE FLAT BONES OF THE 
SKULL, TREATED WITH PENICILLIN 


Bo BERGovisr 
Acta oto-laryng. 33:306-14, 1945 


A case of osteomyelitis of the skull 
after a radical operation of the right 
maxillary sinus, combined with eth- 
moidectomy, is reported. Streptococci 
(non-hemolytic) were found to be the 
source of infection. Chemotherapy 
was tried at first, but without effect. 
Penicillin was then administered and 
found effective in that it checked the 
process and prevented its further 
spread. 

A conservative surgical therapy was 
undertaken. The previous drastic 
procedure of whittling away the bone 
far into the healthy tissue was aban- 
doned. Sequestra were not removed 
until roentgen-ray examination re- 
vealed that they were probably cir- 
cumscribed. A _ total of 3,330,000 
units of penicillin were administered 
over a period of several weeks, and 


the patient made an uneventful re- 
covery. 

The author emphasizes the fact 
that penicillin treatment “damps the 
intensity of the inflammation and 
checks its spread,” thus rendering un- 
necessary drastic surgical procedures 
formerly considered essential. Only 
conservative surgery for removal of 
detached sequestra and opening of ab- 
scesses is necessary. It is pointed out 
that “not until the wounds have com- 
pletely healed and swelling and red- 
ness have receded, can the penicillin 
therapy be terminated.” In this case, 
when penicillin therapy was interrupt- 
ed the process flared up after a lapse 
of a few days or a week, with new 
swellings and increased secretion. 18 
references. 3 figures. 


THE REPAIR OF CRANIAL DEFECTS WITH SPECIAL 
REFERENCE TO THE USE OF CANCELLOUS BONE 


Joun T. B. Carmopy (Comdr., M.C., U.S.N.R.) 
New England J. Med. 234:393-99, March 21, 1946 


Autogenous cancellous bone graft- 
ing is the method of choice in small 
and medium-sized defects of the skull 
requiring cranioplasty. The repair of 
cranial defects with tantalum is at 
present the procedure of choice both 
in cases of defects of the orbital ridge 
and frontal sinuses, and when the de- 
fects are of such size that a sufficient 
amount of bone cannot readily be ob- 
tained. 


In several recent series of cases re- 
ceiving cranioplasty, it has been noted 
that tantalum is not suitable in all 
cases. Heavily scarred areas which 


have remained intact for varying peri- 
ods, have gradually broken down, and 
once this process has begun, the basic 
inertness of tantalum does not prevent 
it from being extruded like any for- 
eign body. Again there never has 
been any complete rejection of those 
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experiments showing that tantalum 
could become attached to the cerebral 
cortex by firm adhesions with thicken- 
ing of the adjacent arachnoid and 
dura. Other disadvantages include 
the preclusion by a tantalum plate of 
any future roentgen-ray studies. 


The two cases reported by the au- 
thor illustrate some of the inadequa- 
cies of tantalum and are presented not 
to criticize the treatment but to show 
that the use of bone in cranioplasty is 
not obsolete and that in certain cases 
this material should be the one of 
choice. 

The operative technic in autogenous 
cancellous bone grafting does not dif- 
fer from that of any other method as 
far as the preparation of the bone de- 
fect is concerned. There are, how- 
ever, several points that must be ob- 
served if rapid healing is to occur. All 
scarred areas should be carefully 
avoided in making the incision unless 
they are of such size and location that 
they can be resected at the time. In 
many cases, the fractures have been 
extensively compounded with severe 
loss of soft tissue, resulting in heavy 
scar formation and fixation to the un- 
derlying tissues, including the dura 
or the cortex. When such areas, or 
even minor portions of them, have 
been included in the incision, some de- 
gree of incisional breakdown invari- 
ably follows. In many cases, it is not 
feasible to attempt plastic correction 
of scarring as a step preliminary to 
defect repair because of the extensive 
and complete adherence of the intra- 
cranial tissues to the overlying struc- 
tures. Many patients have undergone 
several operative procedures, and the 
advisability of any further prelimin- 
ary plastic repair, before that of the 
defect has been accomplished, is ques- 
tionable. The treatment of these sca¢s 


may be a major problem. Finally, the 
wound should be completely healed 
before grafting is done. Occasionally, 
in exceptionally involved defects, this 
is not possible because in this event, 
convalescence is lengthened and the 
danger of bone absorption is increased. 

Following the making of the flap 
incision, the aponeurosis is dissected 
from the periosteum to the edge of 
the bone defect, and the scar, which 
may begin at the margin of the defect, 
is carefully dissected from the dura. 
It is most important not to pierce 
through the scarred area to its exter- 
nal surface. This is an extremely easy 
thing to do, and almost certainly re- 
sults in postoperative tissue break- 
down. When the lower margin of the 
defect has been exposed and complete- 
ly freed, all bleeding points may be 
controlled more completely and easily 
with fibrin foam-packs than by any 
other combination of methods. Fresh- 
ening up the bony edge around the 
defect should be avoided. The danger 
of diploic bleeding outweighs any sus- 
pected advantage that such a proce- 
dure may have. 


With the bed prepared and all 
bleeding controlled, cancellous chips 
approximately 1 cm. in diameter, are 
placed in mosaic layers, entirely fill- 
ing the defect. Chips of this size are 
readily obtained by biting them off 
from the graft with a ronguer. As a 
final step, when possible, the perioste- 
um surrounding the exposed bone de- 
fects is incised and turned back over 
the borders partially enclosing the 
cancellous chips. The scalp flap is 
sutured and a light compression dress- 
ing is applied. Postoperatively, for- 
mation of a hematoma occasionally 
occurs in spite of the utmost precau- 
tions before closure. Local applica- 
tion of heat, accompanied by drainage 
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at the most dependent region of the 
incision, results in quick resolution. 
When an extensive loss of underlying 
soft tissue has occurred, the original 
scar may break down. Irrigation with 
penicillin in a 1:1000 concentration is 
followed by rapid healing. This re- 
sult is a decided contrast to the prob- 
lem that arises when metal of any 
kind is used as the underlying mate- 
rial. 

So far as the graft is concerned, 
firm union is clinically present in two 
or three weeks. Usually the roent- 
genogram, in the early stage, is that 
of intact and living bone without con- 
firmatory evidence of union. The 
proper contour of the graft is readily 
maintained by the pressure of the 
overlying scalp against the easily 
molded mass of cancellous chips. 
Contour adaptability of the graft is 
the greatest single advantage of this 
method. That absorption of some ele- 
ments of the graft may take place can- 
not be denied. This has occurred in 
some cases, but in none to the extent 
that the graft has lost its primary 
point of obliterating the defect. Ac- 
tually, when absorption did take place, 
only the chips that could be consid- 
ered excessive were singled out, and 
in such a manner that the graft grad- 
ually progressed in contour and thick- 
ness to that of the normal adjacent 
bone. 

The method of taking the graft is 
simple and can be carried out in a few 
minutes. The crest of the ilium is ex- 
posed and the flat layer of the bone 
is laid bare. The outer cortical layer 
is split with a rotary bone saw and 
turned down. Thin strips of the med- 
ulla are sliced free, and when a sufhi- 
cient amount has been obtained, the 
cortical layer is replaced and sutured 
into its former position. The hip 


wounds heal quickly and there have 
been no complications or complaints 
other than soreness for the first two or 
three days. Sufficient bone to repair 
small and medium-sized defects is 
readily obtained from the ilium; to 
take the amount of bone required for 
the larger defects would transform a 
minor procedure into one of major 
proportions. The chief objections in 
the past to the use of bone in defect 
repairs—namely, the extensiveness of 
the operation, and the extreme difh- 
culty of obtaining the proper contour 
effect—have been overcome by the 
use of cancellous bone. If the size of 
the cranial defect is kept at a mini- 
mum at the time of the initial debride- 
ment, many large defects can be 
avoided. 18 references. 8 figures. 


REFERENCES TO CURRENT ARTICLES 


Cranioplasty with Tantalum Plate: A New 
Method of Forming the Plate Prior to 
Operation. George S$. Baker. Proc. 
Staff Meet., Mayo Clin. 21:177-82, 
May 1, 1946. A tantalum plate may 
sometimes be made at the operating ta- 
ble during a primary surgical procedure ; 
more often cranioplasty is a secondary 
procedure, and plates are better fash- 
ioned in advance. An inexpensive, rapid 
and efficient method of securing a mold 
is presented, which has been found su- 
perior to the die and counter-die method. 
The identical mold is fashioned on the 
patient by filling in the defect, which 
has been first outlined in pencil, with 
ordinary modeling clay and covering this 
with fingernail polish; a mixture of den- 
tal stone is then superimposed, which re- 
ceives the impression of the exact size 
and shape of plate required. ‘The plate 
is hammered out into shape on the mold, 
or, in the case of larger plates, particu- 
larly about the frontal sinuses and in the 
forehead, may be swaged out in a power 
press. 11 references. 3 figures. 
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8. Brain 


ANGIOMATOUS MALFORMATIONS OF THE BRAIN: SUC- 
CESSFUL EXTIRPATION IN THREE CASES 


Coss PILCHER 
Vanderbilt University School of Medicine, Nashville, Tenn. 
Ann. Surg. 123:766-84, May 1946 


Three cases in which large angio- 
matous malformations of the brain 
were radically and successfully re- 
moved are described. 

The lesions are congenital. The 
vascular anomalies are most common 
in the distribution of the middle cere- 
bral artery. Their gross appearance 
is highly variable. Some appear to be 
almost exclusively tangled veins and 
others are largely composed of ar- 
teries. There are rarely gross arterio- 
venous communications. The vessels 
lie in a matrix of partly degenerated 
brain tissue in which gliosis and fibro- 
sis are prominent. There is rarely 
proliferation of the intima and the 
muscle is usually thin. 

The soundest basis for diagnosis is 
the existence of longstanding convul- 
sions in the presence of intracranial 
calcification which shows a vascular 
pattern, but these manifestations may 
be absent. If the symptoms are mild, 
anticonvulsant medication and deep 
roentgen therapy should be em- 


ployed. The latter is useful particu- 
larly for venous angiomas. Radical 
extirpation is necessary if the lesion is 
localized and the symptoms are se- 
vere. 

Amputation of localized areas of 
the brain may be preferable to dissec- 
tion of the lesion. The arterial supply 
to the lesion must be determined for 
control and should be the first object 
of attack. Dissection of the lesion 
should begin away from its major ve- 
nous drainage. Hemorrhage is in- 
evitable. A formidable mortality rate 
must be anticipated. 

In the present series, one patient 
was completely relieved of convul- 
sions for 6 years, but she has a per- 
manent homonymous hemanopia. 
The second had a recurrence of con- 
vulsions but is free from the risk of 
rupture of the lesion. The third case 
is free of seizures, but has recurrent 
fleeting paresthetic attacks. 16 refer- 
ences. 9 figures. 


AN ANALYSIS OF BRAIN ABSCESSES OBSERVED DURING 
THE PAST THIRTY YEARS 


ErNeEst SACHS 
St. Louis, Mo. 
Ann. Surg. 123:785-88, May 1946 


In 30 years, 142 cases of brain ab- 
scess have been observed in the au- 
thor’s clinic; in 128 of these the ab- 
scess was found at operation; 14 were 
operated on but the abscess was not 


located; all but 2 of these 14 patients 
were admitted before ventriculog- 
raphy was employed. 

In the 128 cases in which the ab- 
scess was located, there were 97 cere- 


bral 
drair 
cove! 
cove! 
reco\ 
cerel 
The 
The: 
seco! 
only 
sepa! 
ae ity 1 
long 
CR 
| port 
| absc 
case 
call: 
zine 
case 
onl} 
post 
tion 
a tien 
3 was 
case 
absi 
thr 
ton 
ele 
coa 
a. 


QUARTERLY REVIEW OF SURGERY 


185 


bral abscesses, of which 40 were 
drained and followed by 11 recov- 
eries; 38 were aspirated with 15 re- 
coveries; 11 marsupialized with 9 re- 
coveries; 2 marsupialized and ex- 
cised, both recovered; 6 excised, all 
recovered. There were 11 cases of 
cerebellar abscess of which 9 were 
aspirated with 5 recoveries, and 2 
were drained; both patients died. 
There were 20 cases of brain abscess 
secondary to lung suppuration with 
only | recovery; these cases are listed 
separately because of the high mortal- 
ity in cases of this type, due to the 
long and debilitating illness and the 
type of organism present in the brain 


abscess, an anaerobe, not found in 
other types of brain abscess. 

In the treatment of cerebral abscess, 
excision or marsupialization gives bet- 
ter results than aspiration or drainage. 
As it is best to postpone excision until 
the abscess has become encapsulated, 
treatment with penicillin should be 
given in the acute stage and aspiration 
done, repeatedly if necessary. Exci- 
sion without drainage is the best pro- 
cedure, but if the abscess ruptures in 
the course of an excision, marsupiali- 
zation is done and in this case drain- 
age is employed. 7 references. 1 ta- 
ble. 


CRANIOTOMY AND TOTAL DISSECTION AS A METHOD IN 
THE TREATMENT OF ABSCESS OF THE BRAIN 


Epcar F. FIncHER 
Emory University School of Medicine, Atlanta, Ga. 
Ann. Surg. 123:789-805, May 1946 


In the 5 cases of brain abscess re- 
ported, a craniotomy was done and the 
abscess removed im toto. In all these 
cases sulfanilamide was employed lo- 
cally and sulfapyridine or sulfadia- 
zine given systemically; in the last 2 
cases penicillin was also employed. In 
only 1 of these cases was there any 
postoperative complication or infec- 
tion of the scalp wound, and all pa- 
tients made a good recovery. In the 
first case (with scalp wound infec- 
tion), the postoperative hospital stay 
was thirty-five days; in the other 4 
cases, seventeen to twenty-seven days. 

The method of operation for brain 
abscess now employed by the author is 
to expose the dome of the abscess 
through the craniotomy and wall off 
the surrounding brain tissue with cot- 
tonoid strips soaked in penicillin. The 
electrocoagulating current is used to 
coagulate a 3 mm. area on the dome of 


the abscess, and to introduce a ven- 
tricular needle into the abscess cavity 
for complete aspiration of its contents. 
Penicillin is then injected into the cav- 
ity through the needle, and the needle 
withdrawn under electrocoagulation. 
The opening is closed by grasping the 
capsule of the abscess with capped tis- 
sue forceps, and, if possible, this hold 
is maintained during dissection of the 
capsule. The cottonoid strips are 
placed deeper and used for cotton 
pledget dissection, forcing the white 
matter away from the abscess wall 
until the sac or its remnants are 
brought to the sulface. Gelatin sponge 
strips soaked in thrombin and then in 
penicillin are placed in the cavity. 
The dura is closed by suture, as after 
tumor removal, the osteoplastic flap 
sutured and the scalp closed without 
drainage, as in any clean craniotomy. 
9 references. 1 table. 12 figures. 
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Ventricular Electroencephalography. Mar- 
garet Lennox and Theodore C. Ruch, 
New Haven, Conn. J. Neurosurg. 3: 
219-22, May 1946. Because scalp elec- 
trodes record only the activity of the 
superficial and subadjacent tissue of the 
lateral and superior surfaces of the cere- 

bral hemispheres in electroencephalog- 

; raphy, a method is devised to lateralize 
| deep subcortical lesions and to demon- 

strate the subcortical origin of various 
abnormal waves. Wire electrodes in- 
serted in the ventricles record the elec- 
trical activity of the brain, and are util- 
aap ized in ventricular electroencephalogra- 
phy. 

A Method of Encephalography. E. 

Graeme Robertson, Melbourne, Aus- 

4 tralia. Surgery 19:810-24, June 1946. 
The disadvantage of the usual method 
of encephalography by lumbar injection 
of gas is the uncertainty as to whether 
gas will enter the cerebral ventricles. 
Therefore the author developed a new 
method which furnishes assurance that 
gas can be delivered from the lumbar 
theca into the cisterna magna by pos- 
turing the neck. Furthermore, the free- 
dom of the neck allows certain changes 
of posture which may be essential to 
ventricular filling. 

Acute Suppurative Ventriculitis Secondary 
to Brain Abscess with Recovery. David 
W. Pratt. St. Michael’s Hospital, and 
University of Toronto, Canada. Canad. 
M. A. J. 55:128-31, Aug. 1946. Two 
cases of rupture of a brain abscess into 
the ventricular system are presented. In 
the first case, in which rupture occurred 
spontaneously 38 days after operation 
for a left temporo-sphenoidal lobe ab- 
scess, treatment consisted of sulfapyri- 
dine (soludagenan), 100 gr. daily in- 
travenously for two weeks and instilla- 
tion of 2 ampoules daily for five days, 
with forced daily fluid intake of 4000 
cc. The second case of metastatic brain 
abscess received | million units of peni- 
cillin intramuscularly daily (1% million 
units after the fifth day, and discontinued 
on the twentieth day), plus 100,000 


units instilled into the ventricle daily for 
8 days, and 100 gr. sulfapyridine intra- 
venously daily. Both patients recovered, 
It is believed that penicillin acts on the 
inflammatory site in the cerebral tissue; 
its ventricular administration is of un- 
questioned value; in the second case it 
probably prevented further secondary 
brain, abscesses from the pulmonary 
source. Large initial doses should be 
given, and continued beyond disappear- 
ance of clinical evidence of the inflam- 
matory process. Sulfapyridine alone, in 
the first case, is considered responsible 
for recovery. 1 table. 


Penetrat'ng Craniocerebral Wounds in 


War (Historical). John E. Webster 
and E. S. Gurdjian. Wayne University 
College of Medicine, the Receiving, the 
Grace, and the Blain Hospitals, Detroit, 
Mich. Alexander Blain Hosp. Bull. 5: 
66-85, May 1946. A historical survey 
of the progress made in management of 
craniocerebral wounds incurred in war- 
fare is presented, beginning with the first 
use of gunpowder in 1346 and covering 
methods of treatment used in World 
War II. A table of nineteenth century 
mortality statistics in craniocerebral 
wounds is given. 95 references. 2 ta- 
bles. 5 figures. 


Prefrontal Lobotomy for Intractable Pain: 


Case Report. James L. Poppen. Lahey 
Clinic, Boston, Mass. Lahey Clin. Bull. 
4:205-207, January 1946. This is a 
case report of a patient who had become 
a hopeless drug addict, bedridden, emaci- 
acted and in constant torture because of 
severe discomfort in the left side of her 
head and face, corresponding to the dis- 
tribution of the fifth cranial nerve; even 
though that nerve had been divided in- 
tracranially and all conservative treat- 
ment failed. A bilateral prefrontal lobot- 
omy was performed, and the patient im- 
proved rapidly, her mental attitude 
changed and there was complete relief 
of her previous complaints. At no time 
was there a craving for morphine. She 
gained weight, and is leading a normal 
useful life. 
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9. Spine and Spinal Cord 


CYSTOMETRY IN THE STUDY OF TRAUMATIC 
NEUROGENIC BLADDER 


B. Muttenrx (Major, M.C., A.U.S.) 
J. Urol. 55:470-82, May 1946 


Cystometric study is the most im- 
portant diagnostic aid in the urologic 
study of the neurogenic bladder and 
provides a permanent graphic record 
of progress over a period of time. A 
report of the management of neuro- 
genic bladder secondary to war 
wounds is made. Reestablishment of 
bladder function by the use of an in- 
dwelling catheter with tidal drainage 
was used first. Intractable neurogenic 
bladders were subjected to suprapubic 
cystotomy in 30 of the 45 cases re- 
ported. Proof of intractability is the 
inability to void satisfactorily after re- 
moval of the urethral catheter. 

Cystometric studies were found of 
value in predicting the ability of the 
patient to void, and therefore in plan- 
ning treatment. Modification of the 
commonly performed procedure of 
cystometry is described. In most 
cystometric studies, a single pressure 
determination is taken during the ac- 
tive maximal] attempt to void. This 
is known as the maximum voluntary 
pressure. The active or maximum 
voluntary pressure is determined sys- 
temically throughout the process of 
bladder filling. The explosive force 
is graphically expressed by plotting 
the difference between the active and 
passive pressure at each 100 cc. in- 
crease to the bladder (“voiding po- 
tential”). 

Analysis of the cystometrograms of 
45 patients indicated that the ability 


to empty the bladder does not depend 
on the passive intravesical pressure 
which has “in the past been the only 
curve plotted in cystometry.” The 
increase in the passive pressure curve 
may result from any combination of 
3 factors, namely, (1) increase in the 
resting tone of the bladder secondary 
to neurophysiologic changes, (2) 
bladder contraction due to catheter 
drainage, and (3) reduction of blad- 
der wall elasticity because of infection 
or other organic pathology. 


The graphic voiding potential has 
run constantly parallel with the abil- 
ity to void. The accuracy of cysto- 
metric predictions in the series studied 
proved correct with one exception. 
This study could not determine the 
frequency with which laminectomy 
had been responsible for subsequent 
bladder recovery. The level of the 
spinal lesion is of limited value in the 
prediction of the ultimate fate of a 
traumatic neurogenic bladder. 


Although the value of cystometry 
has been questioned the procedure has 
been of great service in the manage- 
ment of neurogenic bladders. The 
technic of performing cystometry has 
been expanded to yield more informa- 
tion. Cystometric studies are helpful 
with differentiation of bladder dys- 
function based on neurogenic and ob- 
structive pathologic changes. 4 fig- 
ures. 1 table. 1 reference. 
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Injuries involving the spinal canal 
and spinal cord have been of frequent 
occurrence in this war. Even if lam- 
inectomy is done soon after injury, 
paralysis with loss of sphincter control 
may develop. A study of 16 patients 
with such injuries has shown that late 
operation, whether a previous lamin- 
ectomy has been done or not, may 
result in improvement. The follow- 
ing procedures have been employed in 
all these cases: a careful neurologic 
examination and plain roentgeno- 
gram of the spine; functional hydro- 
dynamic studies with the roentgen- 
ray; contrast myelographic studies at 
the same visit to the x-ray depart- 
ment, employing the same needle. 
The findings are then revaluated to 


“= i determine whether operation (or re- 
 ? operation) is indicated. If the hydro- 
e. dynamic study indicates partial or 
ta complete block, this is an indication 
' for operation; but even if the hydro- 


- dynamic findings are normal, opera- 
tia tion may result in improvement. 
- _ For the hydrodynamic study a 17- 
i gauge needle is introduced into the 
AS subarachnoid space below “the sus- 
a pected lesion,” with the patient lying 
on the right side. The cerebrospinal 
fluid is measured with the patient at 
rest and straining. A blood pressure 
cuff is placed loosely about the pa- 
tient’s neck and inflated to pressures 
of 20 mm., 40 mm. and 60 mm. at 
intervals, for 20 seconds, and the cere- 
brospinal fluid pressure read every 5 
= seconds. A sample of the spinal fluid 
a is withdrawn for cell count and pro- 


EVALUATION OF PENETRATING SPINAL WOUNDS 


F. A. CARMICHAEL (Major, M.C., A.U.S.) and C. L. Hinkert 
(Lt. Col., M.C., A.U.S.) 
Bull. U. S. Army M. Dept. 5:558-61, May 1946 


tein determination. Without with- 
drawing the needle, pantopaque is in- 


troduced into the subarachnoid space — 


under fluoroscopic control; the flow 
of the opaque medium, cephalad and 
caudal, is regulated by tipping the ta- 
ble. Films are made at the level of 
the lesion with the under-table and/ 
or over-table tube. Lateral and 
eblique films are also made, if indi- 
cated. As a rule the patient is in 
the prone position for this examina- 
tion. Occasionally the needle is with- 
drawn and the patient placed in the 
supine position to facilitate study of 
the dorsal margin of the opaque oil 
column. The opaque medium is with- 
drawn under uoroscopic control. 

A minor distortion or indentation 
in the pantopaque column in myelog- 
raphy is not an indication for opera- 
tion, especially if a previous laminec- 
tomy has been done. If there is a ma- 
jor distortion (angulation, indenta- 
tion, compression, displacement, or 
actual obstruction) an exploration is 
indicated. In most of the authors’ 
cases such a distortion was found to be 
due to foreign bodies, bone fragments 
epidural abscess, or extradural hema- 
toma, all conditions that are surgically 
remediable. In only 2 cases was 
there complete destruction of the cord 
or cauda equina, but these patients 
were not made worse by myelography 
and laminectomy. Encouraging re- 
sults have been obtained in patients 
operated on as late as 16 weeks after 
injury. An illustrative case is report- 
ed. 1 figure. 
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NEWER CONCEPTS IN THE TREATMENT OF THE PARA- 
LYZED PATIENTS DUE TO WAR-TIME INJURIES OF 
THE SPINAL CORD: OUTLINE OF PLAN AND 
STATISTICAL ANALYSIS 


Davin Henry Poerr (Col., M.C., A.U.S.) 
Ann. Surg. 123:510-15, April 1946 


In the treatment of patients with 
war-time injuries of the spinal cord, 
3 phases are considered. The initial 
and early treatment phase includes 
treatment on the battlefield, the first 
definitive treatment at the Evacua- 
tion Hospital, and subsequent treat- 
ment until patients are evacuated to 
the United States. The second (cor- 
rective) treatment phase begins with 
the arrival of the patient at a Gen- 
eral Hospital in the United States. 
At this time most of these patients 
are suffering from malnutrition, de- 
cubitus ulcers and depression. Treat- 
ment in this phase includes neurologic 
surgery for removal of foreign bodies, 
relief of pain and other neurologic 
symptoms. The patient is put in a 
wheel chair as soon as possible during 
this phase of treatment. Any associ- 
ated injuries also receive the treat- 
ment indicated at this time. In addi- 
tion an educational, recreational and 
training program is carried out. 

The third (the ambulation or eco- 
nomic security) phase includes the 
orthopedic procedures to stabilize 
joints; regulated exercises for 
strengthening the muscles of the 
trunk and upper extremity; special 
instruction and training in the use of 
braces, crutches and other apparatus 
that enable the patient to handle him- 
self in various activities. Instruction 
is also given in the wide range of jobs, 
trades and professional activities open 
to these patients. 

In an Army General Hospital 


where these phases of treatment are 
carried out the cooperation of many 
specialists is required. The neurol- 
ogist has the most important part, but 
the urologist, internist, general sur- 
geon or plastic surgeon and ortho- 
pedist also are essential for treatment 
of many complicating conditions. A 
director should be assigned in each 
hospital for carrying out the program 
and also to maintain the “doctor-pa- 
tient relationship” that is necessary to 
maintain the morale of these patients. 

This plan for the treatment of pa- 
tients with war injuries of the spinal 
cord has now been in use for 15 
months. In this time 77 patients with 
spinal cord injuries have been received 
for treatment in the Newton D. Baker 
General Hospital. In most of these 
cases (90 per cent) the spinal cord 
injury resulted from combat injuries 
from shell fragments, bullets or mine 
explosions; if most of the remainder 
the injury resulted from severe back 
injuries due to “the vehicles of war;” 
and in a few cases, from falls. More 
than half of these patients (58.4 per 
cent) had other injuries, fractures, or 
injuries to the soft parts, to the head, 
chest or abdomen. The cervical re- 
gion was injured in 15 cases, 19.7 
per cent; the cauda equina of lumbar 
and sacral areas in 23, or 30 per cent; 
in 39 (50.5 per cent), the injury was 
in the dorsal region; in a few cases 
the neurologic findings were such that 
no final decision as to the extent of 
the lesion was reached. 
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A serious degree of emaciation had 
occurred in 74 per cent of these pa- 
tients at the time of their admission 
to the hospital. Since food rations 
had been adequate, this loss of weight 
is ascribed to other causes, including 
mental depression and loss of appetite. 
With the micro-Kjeldahl method, 36 
of these patients were found to be in 
negative nitrogen balance. Red cell 
counts, hemoglobin and hematocrit 
determinations showed moderate to 
severe secondary anemia in the group. 
Decubitus ulcers were present in 44 
patients (57.1 per cent). In this 


group the loss of proteins in the secre- 
tions from the ulcers complicated the 
problem of nutrition. It was noted 
that patients transported by air were 
always in better condition than those 
transported by other means. A cysto- 
tomy had been done in all but 1 pa- 
tient not voiding spontaneously before 
evacuation to the United States; all 
but 3 patients had developed urinary 
infection, usually due to gram-nega- 
tive organisms. There was 1 death 
in this series (1.3 per cent), due to 
ascending pyelonephritis and pul- 
monary abscess. 


NEWER CONCEPTS IN THE TREATMENT OF THE PARA- 
LYZED PATIENTS DUE TO WAR-TIME INJURIES 
OF THE SPINE: II. NEUROSURGICAL 
COMPLICATIONS 


Cuarves W. Evxins (Lt. Col., M.C., A.U.S.) and Water R. WEGNER 
(Lt. Col., M.C., A.U.S.) 
Newton D. Baker General Hospital, Martinsburg, W. Va. 
Ann. Surg. 123:516-22, April 1946 


The most frequent neurosurgical 
complications in 77 soldiers with in- 
juries of the spinal cord, with com- 
plete or partial paralysis cf the ex- 
tremities plus bladder and bowel dys- 
function, were foreign bodies close to 
the cord or nerve roots, intractable 
pain, and uncontrolled spinal reflexes. 

Foreign bodies occurred in 12 cases, 
and their removal produced partial or 
total relief from pain. Three cases 
of spinothalamic cordotomy produced 
dramatic relief from pain in 2 cases 
and partial relief in the third. 

In uncontrolled spinal reflexes, a 
conservative treatment was followed 
because of the hope of spontaneous 
remission. It involved splinting, 
physiotherapy and other simple meth- 
ods according to need. Curare in 
moderate doses was useful only as an 


adjunct to other therapy. Anterior 
rhizotomy was occasionally used for 
spastic contractures and uncontrolled 
spinal reflexes. Radical therapy should 
be employed only after other meas- 
ures fail. 5 references. 1 table. 


REFERENCES TO CURRENT ARTICLES 


Progress in Orthopedic Surgery for 1944. 
XIV. Conditions Involving the Spine 
and Thorax, Exclusive of Those in the 
Lower Part of the Back. John R. Cobb, 
New York, N. Y. Arch. Surg. 52:98- 
112, January 1946. There was a great 
decrease in the number of articles on 
conditions involving the spine and thorax 
in the 1944 literature. The author re- 
views anatomic variations, roentgeno- 
graphic technic, ankylosing spondylitis, 
scoliosis, pleurodynia, lesions of the disks, 
multiple intraspinal lesions and adolescent 
kyphosis. 13 references. 
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Heredity and Constitution in Spondylolis- . 


thesis (Heredité et constitution dans le 
spondylolisthesis). M. R. Francillon, 
Zurich, Switzerland. Schweiz med. 
Wehnschr. 76:14-42, Feb. 16, 1946. 


In a family of 12 members there were 


10. Peripheral Nerves 


2 cases of marked spondylolisthesis and 
2 cases of spondylosis among the group. 
The 4 patients belonged to 3 generations 
of the family. These findings speak in 
favor of a congenital or hereditary etiol- 
ogy of spondylolisthesis and spondylosis. 


PERIPHERAL NERVE INJURIES 


Barnes WoopHALL (Lt. Col., M.C., A.U S.) and WitiraM R. Lyons 
(Capt., M.C., A U.S.) 
Halloran General Hospital, Staten Island, New York, N. Y. 
Surgery 19:757-89, June 1946 


Eighty-five per cent of 450 pa- 
tients studied over a twelve month 
period have demonstrated progressive 
descent of Tinel’s sign and a few also 
showed evidence of motor and sensory 
recovery. 

The percentage of failures is much 
greater with nerve sutures .as per- 
formed .at the time of debridement 
than when it is postponed until after 
delayed wound closure. A primary 
nerve suture should be replaced by 
coaptation or protection of divided 
nerve ends. If a coaptation suture is 
properly applied, it does not increase 
neural damage at the point of sever- 
ance or in either segment. Failures 
in nerve sutures performed after de- 
layed wound closure are not frequent, 
and may be attributed to two main 
causes, namely inadequate surgical 
technic or insufficient mobilization of 
the extremity after neurorrhaphy. In 
the 44 failures there were 10 disrup- 
tions of the suture line and 17 neuro- 
mas which demonstrated the bad effect 
of infection, intraneural suture, ten- 


sion on the suture line, improper su- 
ture material or incomplete resection 
of the nerve ends. 

At present it is impossible to predict 
the ultimate outcome.in a contused 
peripheral nerve visttalized at de- 
bridement, wound revision or explora- 
tion within three months after the 
trauma. Undoubtedly neuromas will 
develop in many instances. 

Nerve grafting is still experimental 
and should not be resorted to as a 
phase of early nerve suture. Small 
nerves such as the facial or digital 
nerve, are exceptions to this rule. 

A complete end-to-end anastomosis 
for peripheral nerve injuries has been 
performed in 90.3 per cent, and par- 
tial in 9.7 per cent of reported cases. 
Tantalum wire was used in 75.1 per 
cent, other suture material in 23.6 per 
cent and both in 1.3 per cent of cases. 
Stay sutures were employed in 42.5 
per cent. The injured nerve was 
wrapped in tantalum foil in 97.9 per 
cent and in other material in 2.1 per 
cent. 
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EXPERIENCES WITH EARLY NERVE SURGERY IN 
PERIPHERAL NERVE INJURIES 


R. Spuruine (Col., M.C., A.U.S.) and Barnes WoopHALL 
(Lt. Col., M.C., A.U.S.) 


Ann, Surg. 123:731-46, May 1946 


In World War II, the practice of 
early nerve surgery, within three to 
six weeks after wounding, was adopted 
in the European Theater, in patients 
with uncomplicated peripheral nerve 
injuries who could not be promptly 
evacuated to the interior. 


In the technic of peripheral nerve 


surgery employed at this early period, 
the following points were empha- 
sized. The suture line should be free 
from tension; this should be attained 
by extensive dissection with trans- 
plantation of proximal and distal 
nerve segments, if indicated, and not 
by extensive flexion of joints. The 
proximal and distal nerve ends should 
be accurately “trimmed,” until the 
nerve ends become grossly normal. 
The nerve ends were approximated 
by interrupted epineural suture; a 
transneural or sling suture could be 
used. Hemostasis should be rigid, 
but a tourniquet was not used unless 
there was an associated vascular in- 
jury. Tantalum wire, 0.003 inch on 
atraumatic needles, was considered the 
best suture material; fine silk could be 
used if the surgeon preferred. A cuff 
of 0.00025 inch tantalum foil was 
placed around the suture site in most 
cases. 

In the European Theater, extension 
of flexed joints was begun at the end 
of the second «week after the nerve 
suture operation and completed by the 
end of the fifth week. To preserve 
the function of temporarily denerv- 
ated muscle, physiotherapy, chiefly 
galvanic stimulation, was carried out 
both before and after the operation. 


At the beginning of this program in 
the European Theater, operation on 
peripheral nerves was done only in 
uncomplicated nerve lesions, but later 
cases complicated by bone and tendon 
injuries were also operated on. 

Of 6245 casualties with major 
nerve injuries treated between D-Day 
and V-E Day, 2873, or 46 per cent, 
were operated on within the early 
period. The period between wound- 
ing and operation varied from an 
average of twenty-eight days in the 
first weeks after D-Day to an average 
of forty-two days in the period before 
V-E Day; the average for the entire 
series was thirty-nine days. Nerve 
suture was done in 54 per cent of these 
cases, neurolysis in the remainder be- 
cause the nerve trunk was found to 
be in continuity. Normal healing 
occurred in 98 per cent of these cases, 
a result which is attributed to the 
practice of initial debridement, de- 
layed wound closure and the use of 
modern chemotherapy. 

Primary nerve suture is usually 
contraindicated in war injuries by 
various mechanical and technical fac- 
tors. However, if operation is de- 
layed too long irreversible pathologic 
changes take place in the distal nerve 
trunk and the nerve endings. The 
first change that takes place in the 
distal nerve trunk is a slight fibrotic 
thickening of the epineurium (fifteen 
to twenty-five days after the nerve 
trunk is divided); this however, gives 
the epineurium a tensile strength that 
facilitates nerve suture. Later two 
types of tissue reaction occur in the 
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distal nerve trunk, fibrosis and pro- REFERENCES TO CURRENT ARTICLES 


gressive tubule atrophy. The latter 
occurs chiefly after the third month. 
While the upper limit of the time 
when nerve regeneration is possible 
cannot be fixed certainly without fur- 
ther study, these studies indicate that 
it is within the three-month sais 
after injury. 

In a study of the records of 610 
cases of peripheral nerve injuries from 
the Peripheral Nerve Registry, it was 
found that in 89 cases primary nerve 
sutures were done on the day that the 
wound was received, or shortly there- 
after, as a part of the debridement; in 
this group there were 20 failures 
(22.4 per cent). In 419 cases in which 
early nerve suture was done after de- 
layed wound closure, there were 20 
failures (5 per cent). 


In a study of evidence of motor and 
sensory regeneration in 571 cases of 
early nerve suture, it was found that 
recovery improved progressively with 
time after operation. Thus, in 166 
cases, studied 3.9 months after opera- 
tion, there was evidence of motor re- 
covery in approximately 20 per cent 
and of sensory recovery in 19.3 per 
cent; while in 28 cases, studied 8.9 
months after operation, there was evi- 
dence of motor recovery in 54 per 
cent and of sensory recovery in 63.3 
percent. 10 references. 5 tables. 4 


figures. 


Mechanical Excitablity of Regenerating 


erve-Fibres. J. Knorski and L. 
Lubinska, Nenci Institute for Experi- 
mental Biology, Poland. Lancet 17: 
609-10, April 27, 1946. Greatly in- 
creased sensitivity to mechanical stimula- 
tion is exhibited by freshly regenerated 
nerve-fibers, according to this study, 
which indicates that thresholds of excita- 
tion of regenerated sensory fibers in 
mammals are a few ergs, compared with 
some hundreds or thousands of ergs in 
normal nerves. With electrical stimu- 
lation the opposite relations appear, the 
highest thresholds being observed in the 
youngest parts of the fiber; mechanical 
excitability fails progressively with the 
ageing of regenerated fibers. With 
mechanical stimulation the point reached 
by the regenerating fibers may be deter- 
mined exactly and the method requires 
only the precautions of keeping the nerve 
wet and warm and avo'ding the action 
of local anaesthetics. 3 references. 2 
tables. 

Value of Tinel’s Sign. P. W. Nathan and 

* A. M. Rennie. Lancet 17:610-11, 
April 27, 1946. The state of Tinel’s 
sign in peripheral nerve lesions is re- 
corded in relation to regeneration and 
the state of the nerve found at operation. 
According to this study a negative sign 
has no value; a positive sign which is 
advancing or can be elicited well below 
the lesion contraindicates exploration. 
The authors make an attempt to evalu- 
ate the sign and draw tentative con- 
clusions on the management of periph- 
eral nerve lesions, making use of the 
sign as a rough clinical guide. 7 refer- 
ences. 2 tables. 
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11. Sympathetic Nervous System 


INSTRUCTIONS FOR USING THE CUTANEOUS RESISTANCE 
RECORDER OR “DERMOMETER,” ON PERIPHERAL 
NERVE INJURIES, SYMPATHECTOMIES, AND 
PARAVERTEBRAL BLOCKS 


Curt P. RIcHTER 
Baltimore, Md. 
J. Neurosurg. 3:181-91, May 1946 


As skin resistance depends on the 
sympathetic component of the periph- 
eral nerves, denervated areas of skin 
can be quickly and accurately outlined 
without the aid or cooperation of the 
patient and on all parts of the body 
with the use of a dermometer. A 
dermometer is an ohmeter containing 
a micro-ammeter with a range of 0-20 
and 0-100 micro-amperes in series 
with a 414-volt battery. 

Some of the uses of this apparatus 
are as follows, (1) localizing the 
level of injury of the spinal cord or 


roots, (2) to outline areas of skin de- 
nervated by sympathectomy or pro- 
caine paravertebral blocks of sympa- 
thetic nerves, (3) in suspected cases 
of malingering, to determine the pres- 
ence of actual nerve injury, (4) to 
determine earliest signs of regenera- 
tion of nerve fibers, (5) to diagnose 
peripheral nerve injuries; to dis- 
tinguish between complete and partial 
sections, (6) to determine the distribu- 
tion of the sympathetic component of 
each one of the peripheral nerves, sep- 
arately and in various combinations. 


SYMPATHECTOMY IN THE TREATMENT OF PERIPHERAL 
VASCULAR SCLEROSIS 


Geza bE Takats, Epson FaIRBROTHER Fow er, JorDAN 
and Tuomas C. RIsLEY 
University of Illinois College of Medicine, Chicago, Il. 
J. A. M. A. 131:495-99, June 8, 1946 


A group of 25 patients suffering 
from vascular sclerosis of the lower 
extremities were treated with lumbar 
sympathectomy if after preliminary 
block of the lumbar sympathetics the 
temperature of the digits rose, if 
walking ability improved and if gen- 
eralized vascular involvement was not 
extensive. In one group of patients 
this treatment resulted in a dramatic 
increase in walking ability while in 
another group of patients given lum- 
bar sympathectomy amputation was 
averted. In a third group amputa- 


tions could be performed at lower 
levels and in a fourth group intract- 
able neuritic pain of the causalgic type 
was benefited. 

Most peripheral pain is bound to 
cause a reflex vasoconstriction in the 
same and also in other vascular areas. 
This reflex operates in the case of 
ischemic neuritis, thrombosed arterial 
segments or periarterial and lymphan- 
gitic inflammatory reactions. Sympa- 
thectomy abolishes this reflex and thus 
abolishes the pain due to vasoconstric- 
tion. 
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REFERENCES TO CURRENT ARTICLES 


A Basis for Sympathectomy for Cancer of 
the Cervix Uteri. A. De Sousa Pereira, 
Portuguese Institute of Oncology, 
Oporto, Portugal. Arch. Surg. 52:260- 
85, March 1946. Experimental and 
clinical data are presented, of an investi- 
gation to determine whether sympathetic 
block in cases of cervical carcinoma re- 
lieved pain, and whether the radiosen- 
sitivity of these tumors was favorably 
influenced as a result of the uterine 
hyperemia produced by block of the 
efferent sympathetic vasomotor path- 
ways. The total series includes 62 cases. 
Results, after one year and a half, show 
that a combination of radium and re- 
peated lumbar blocks of the first, second 
and third lumbar ganglia produced 60 
per cent cures compared to a 47 per cent 
rate of cure in those cases wherein 
radium alone was used. The former 
procedure was also helpful in relieving 
pain in these cases. 35 references. 2 
tables. 9 figures. 


Sympathetic Block of the Stellate Ganglion. 
Its Application in Orthopaedic Condi- 
tions. Guy A. Caldwell, T. F. Brod- 


erick, Jr. and R. M. Rose, School of 
Medicine, Tulane University, Ochsner 
Clinic, and Charity Hospital, New Or- 
leans, La. J. Bone & Joint Surg. 28: 
513-20, July 1946. Infiltration of the 
stellate ganglion with procaine hydro- 
chloride was employed in approximately 
400 cases of painful orthopedic lesions in 
the upper extremities, made up of 18 
cases of acute subdeltoid bursitis, 12 of 
pariarthritis, 5 of myos'tis and fibrositis, 
8 of hypertrophic arthritis, 5 of the in- 
fectious arthritides, 25 of pain and swell- 
ing following trauma (fractures, dislo- 
cations and contusions), and 5 of 
causalgia following trauma. Relief from 
pain was almost immediate. In these 
cases the pain was probably vasospastic 
in origin. 


Lumbar Sympathectomy for Chronic Leg 


Ulcers. Lawrence J. Gravelle and 
Charles H. O’Donnell, Detroit, Mich. 
Am. J. Surg. 71:620-25, May 1946. 
A report of 21 lumbar sympathectomies 
for intractable ulcers of the lower ex- 
tremities is furnished. Removal of the 
second and third lumbar ganglia is satis- 
factory for sympathetic denervation of 
the lower extremity. 


12. Head and Neck 


See Contents for Related Articles 


13. Oral Surgery 


REFERENCES TO CURRENT ARTICLES 
Use of Cancellous Bone in the Repair of 
Defects About the Jaws. T. G. Blocker, 
Jr. (Col., M.C.) and L. R. Weiss 
(Capt., D.C.), Wakeman General 
Hospital, Camp Atterbury, Ind. Ann. 
Surg. 123:622-40, April 1946. The 
treatment of bony defects of the jaw 
must be planned on a long-time basis 
of preparation for grafting by elimina- 
tion of infection, removal of sequestra 
and broken fragments of teeth, and by 
remedy of soft-tissue defects before bone 
surgery can be attempted. With the 


use of cancellous bone grafts from the 
ilium, there was a successful “take” in 
52 cases, 43 to the mandible and 9 to 
the maxilla. This graft seems to be 
superior to other kinds of bone in the 
repair of defects of the mandible. 55 
references. 8 figures. [The importance 
of using autogenous bone grafts from 
the ilium for extensive reconstruction 
work about the jaws and face deserves 
emphasis at this time when there is a 
tendency to use nonviable materials in 
this type of work.—Eb. ] 
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14. Plastic Surgery 
REPAIR OF SURFACE DEFECTS OF THE UPPER 


EXTREMITY 


Darrevt T. SHaw (Major, M.C., A.U.S.) and Roperr L. Payne, Jr. 
(Major, M.C., A.U.S.) 
Ann, Surg. 123:705-30, May 1946 


The hand and arm in surface de- 
fects should be splinted in the position 
of function at the time of the original 
injury. Mobilization should be main- 
tained. Damaged muscles should be 
supported in a neutral position. 

In superficial loss, a free skin graft 
is effective, but if the deep structures 
are involved, skin and subcutaneous 
tissue are required. Complete scar 
excision is done at the time of 'replace- 
ment. Many unhealed wounds can 
be closed by secondary suture. Local 
flaps are useful for small defects and 
contractures. Rotation, or double 
pedicle flaps, from the dorsum are 
useful to repair amputated fingers. 
Double pedicle flaps are used on the 
arm or forearm where closure cannot 
be effected by undermining. Z-plastic 
methods allow release of contracture 
in one direction and are useful chiefly 
for surface contractures. 

Thin grafts take more readily than 
thick grafts and may be obtained from 
the lower abdomen, medial surface of 
the arm and anterior medial thigh. 


The full thickness graft is most useful 
on the palm and fingers. Capsulot- 
omy is combined as one procedure 
with free skin grafting for stiff meta- 
carpophalangeal joints with subluxa- 
tion and extension deformity. Pedicle 
grafts allow application of both skin 
and subcutaneous tissue to surface de- 
fects. They are either flaps or tubes 
and are best obtained on the abdomen 
or lower anterior thorax. The usual 
double pedicled tubed-graft is mainly 
useful in cleanly carrying tissue to a 
distance. It is not often indicated for 
forearm and hand, but it does allow 
more flexibility. The tube is planned 
to provide for an entire defect without 
a paddle. 

One-stage single pedicle tubes are 
clean, mobile and fast. They are use- 
ful for the hand and wrist, and have 
been used where there is contracture 
between the first and second meta- 
carpals, limiting the function of. the 
thumb. 14 references. 26 figures. 


[A good analysis of the problem of sur- 
face defects.—Ep. 


METHOD OF CLOSURE OF DECUBITUS ULCERS IN 
THE PARALYZED PATIENT 


Donavp E. Barker (Capt., M.C., A.U.S.), CHarLes W. Evxins (Lt. Col., 
M.C., A.U.S.) and Davin Henry Porr (Col., M.C., A.U.S.) 
Newton D. Baker General Hospital, Martinsburg, W. Va. 

Ann. Surg. 123:523-33, April 1946 


Decubital ulcers in 70 patients with 
paraplegia resulting from war injuries 
of the spine were treated with pri- 


mary closure, rotation flaps, and split- 
thickness skin grafts. The preopera- 


tive care consisted of removing the ° 
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patient from a debilitated state by 
adequate diet. The ulcer was treated 
by attempting to acquire a clean gran- 
ulating base, without efforts to make 
it bacteria-free. 

Ulcers over the sacrum and tro- 
chanters were closed secondarily. 
Large trochanteric ulcers were closed 
by rotation flaps with undermining. 
Large sacral ulcers were closed with 
split-thickness grafts. In a small ul- 
cer, devitalized and scar tissue sur- 
rounding it were removed surgically, 
the area was undermined and a rubber 
drain was inserted down to the base 
of the ulcer. The tissues were closed, 
and a pressure dressing applied. 

Donor sites healed readily where 
skin grafts were employed. The 
technic of grafting was to debride the 
ulcer down to a fair base and control 
bleeding generally with hot saline. 
The grafts were usually taken from 
the posterior part of the thigh, and 
were about 12/1000-inch thick. The 

granulating area was previously 

sprinkled with sulfanilamide crystals. 
The graft was sutured with a con- 
tinuous stitch of No. 000 silk. It was 
perforated with many small holes to 
allow drainage of serum. Ointment 
gauze and then a pressure dressing 
were applied. 


Theclosure of a large ulcer resulted 
in an increase in appetite and a sense 
of .well-being. Several months of 
nursing care were avoided. Results 
after one year’s observations were sat- 
isfactory. Of 32 small ulcers, 28 
healed per primam, and there were 4 
failures. There were no complete 
failures in 19 rotation flaps. Eleven 
of 19 skin grafts to large sacral ulcers 
healed per primam, while 6 healed 
partially, and 2 were failures. 7 ref- 
erences. 5 figures. | 


[An excellent account of the manage- 
ment of a difficult problem.—Ep. ] 


REFERENCES TO CURRENT ARTICLES 


Plastic Surgery in World War I and in 
World War II. John Staige Davis, 
Baltimore, Md. Ann. Surg. 123:610- 
21, April 1946. Plastic cases in wounded 
service men are segregated in Plastic 
Centers. Early closure of facial wounds 
and early covering of denuded surfaces 
_by skin grafts or skin flaps is advan- 
tageous. Sulfonamides and penicillin are 
used for infection. There is close co- 
operation between the plastic surgeon 
and the dental surgeon in jaw injuries. 
The psychologic handling of mutilated 
patients has been vastly improved, and a 
reconditioning program returns the sol- 
dier promptly to normal activity. 10 
references. 
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Thiouracil was administered. in a 
dose not exceeding 0.6 Gm. per day 
to 80 patients with thyrotoxicosis, for 
a period of more than 2 months. 
When the basal metabolic rate came 
down to approximately zero, the dos- 
age of thiouracil was reduced to 0.2 
Gm. per day. Two months later, if 
the basal metabolic rate was below 
zero and the clinical picture corre- 
sponded with this observation, the 
dose was reduced to 0.1 Gm. per day. 
If two or more months later the 
basal metabolic rate was still below 
zero, administration of thiouracil was 
discontinued. Forty-five of the pa- 
tients had toxic non-nodular goiters 
but had not had thyroidectomy; in 
these an attempt was made to obtain 
a permanent remission with thiouracil. 

The authors concluded that thio- 
ae uracil may be employed in approxi- 
mately one-third of the thyrotoxic pa- 
tients only as preoperative treatment, 


malignant condition. In another 7 
per cent of the total number a thy- 
roidectomy will be necessary because 
of complications which occurred dur- 
ing thiouracil therapy. The most 
serious of these complications was 
agranulocytosis. In the authors’ ex- 
perience about 15 per cent of the pa- 
tients with thyrotoxicosis wilf even- 
tually leave the physician’s care for 
personal reasons, such as dislike of 
frequent blood examinations. In the 


since these patients possess nodular © 
goiters which might develop into a. 


15. Thyroid and Parathyroid 


REMISSIONS IN THYROTOXICOSIS AFTER 
DISCONTINUING THIOURACIL 


A. Bererwacres and Cyrus C. Srurcis 
University of Michigan, Ann Arbor, Mich. 
J. A. M. A. 131:735-38, June 29, 1946 


remaining 45 per cent of the total 
group, made up of those with toxic 
hyperplastic goiter, thiouracil therapy 
may as a rule be discontinued in the 
majority of cases at the end of ten 
months, with the hope that 60 to 80 
per cent of the patients will experience 
a relatively persistent remission. For 
this selected group the result of thio- 
uracil therapy is as satisfactory as that 
of subtotal thyroidectomy. The ma- 
jority of patients with thyrotoxicosis, 
however, must be treated surgically. 

Thiouracil seemingly does more 
than iodine in that it produces a change 
in the thyrotoxic state which persists 
after the administration of the drug is 
discontinued. 


[With the summation of experience 45 
per cent will probably be too high a figure 
for the number of patients that may be 
treated definitively with any of the thiourea 
derivatives.—Ep. ] 


REFERENCES TO CURRENT ARTICLES 


Thiouracil in the Treatment of Thyrotox- 
cosis. A. M. Nussey, Selly Oak Hospital, 
Birmingham, England. Brit. M. J. 
1:564-66, April 13, 1946. A record 
of 50 unselected cases of thyrotoxicosis 
treated with thiouracil is given. Accord- 
ing to this study, when given the choice, 
patients with thyrotoxicosis will decline 


surgery and choose medical treatment, . 


even after being warned of its protracted 
course and possible dangers. At present 
morbidity resulting from thiouracil aver- 
ages about 10 per cent and is greater 
than that following surgery. Toxic re- 
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actions from thiouracil such as rashes, 


headaches, enlargement of salivary 
glands and swelling of feet may subside 
with modification of the dose, or a 
change to methyl thiouracil; others like 
fever, severe leukopenia, persistent 
nausea and vomiting call for abandoning 
thiouracil treatment. In the treatment 


of these 50 cases of thyrotoxicosis with 
thiouracil, in spite of ‘some anxious 
moments, the procedure was generally — 
satisfactory and justified the extended 
trial. 7 references. 2 tables. 1 figure. 
[This experience with thiouracil parallels 
that in this country, and reaffirms its 
toxicity. —Ep. 


16. Thoracic Surgery 


MILITARY THORACIC SURGERY IN THE FORWARD AREA 


Reeve H. Berrs (Lt. Col., M.C., A.U.S.) and WitiiaM H. Lees (Capt., 
M.C., A.U.S.) 
J. Thoracic Surg. 15:44-63, February 1946 


The experience gained by a thoracic 
surgical team operating in the forward 
area during a sixth months’ period in 
the Italian Campaign is presented by 
by the authors. They treated a total 
of 192 casualties with a mortality of 
3.6 per cent. Of this group the lesion 
was limited to the chest wall in 82. 
Penetrating or perforating wounds 
were present in 63 and 19 had thor- 
aco-abdominal injuries. 


The authors performed a total of ° 


28 thoracotomies on the group of 63 
penetrating or perforating lesions. 
Fourteen of these were traumatic 
thoracotomies; the patients had large 
chest wall defects in which the pleural 
opening was found to be 6 cm. or 
larger in diameter. In this group 
there were 2 deaths, a mortality of 
7.1 per cent. Seventeen of the 19 pa- 
tients with thoraco-abdominal wounds 
were operated upon, with an opera- 
tive mortality of 17.6 per cent. 

The personnel employed in the 
shock tent were instructed to help the 
patients by holding their chests or 
supporting their abdomens if cough- 


ing Was causing pain or discomfort in 
either location. .In the conscious pa- 
tient, pain is usually present in a 
vigorous cough. It is best not to use 
morphine for relief of such pain. 
Prompt and prolonged effect usually 
follows the blocking of the painful 
intercostal nerves with 1 per cent pro- 
caine. The result of such treatment is 
often spectacular. 

The patient with a severe wound 
of the chest will do best both during 
and after the operation if sufficient 
time is allowed for the preoperative 
preparation, to stabilize blood pres- 
sure, pulse, etc. Whenever conditions 
permit it is desirable to postpone sur- 
gery for two to three hours. 

In view of the fact that it is im- 
possible to determine in advance what 
procedures will be indicated during 
the operation, it has become routine 
to use intratracheal anesthesia for all 
penetrating or perforating lesions of 
the chest. In patients who do not 
have a thoraco-abdominal lesion, the 
authors frequently use the blood 
aspirated from the chest for auto- 
transfusion. 
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A REVIEW OF THE ACTIVITIES OF THE THORACIC CENTER 
FOR THE III AND IV HOSPITAL GROUPS, 160TH GEN- 
ERAL HOSPITAL EUROPEAN THEATER OF OPER- 

ATIONS, JUNE 10, 1944 TO JANUARY 1, 1945 


DwicutT E. Harken (Lt. Col., M.C., A.U.S.) 
J. Thoracic Surg. 15:31-43, February 1946 


In major thoracotomies, in which 
rib resection drainage is not included, 
there were ‘over 400 operations with 
2 surgical deaths, a mortality rate of 
less than % of 1 per cent. 

The unfortunate sequelae of im- 
properly treated hemothorax are (1) 
empyema, (2) reduced pulmonary 
function, (3) later pulmonary sup- 
puration, and (4) body deformity. 
Such poor sequelae are reduced to a 
minimum if aspiration and breathing 
exercises are instituted. In approxi- 
mately 10 per cent of hemothoraces, 
blood clotting creates a serious prob- 
lem. A clinically significant cortex 
that incarcerates the lung in a col- 
lapsed state occurs in less than half 
of these cases. The best treatment 
consists of observation of such patients 
for at least two weeks before resorting 
to decortication in uninfected hemo- 
thoraces. During this time the pa- 
tients are instructed to practice vigor- 
ous breathing exercises for ten minutes 
of every hour. Repeated attempts at 
aspiration are made. Surgical inter- 
vention is postponed as long as the 
deformity of the “fused chest,” mo- 
bility of the costal cage and dia- 


_ phragm, and the cortical shadow in 


roentgen-ray pictures are improving. 
Fluoroscopic examination is a very 
important part of this scheme. If 
there is evidence of bacterial contami- 
nation, or if there is a large foreign 
body, decortication should not be de- 
layed. 

A small group of the patients with 


clotted hemopneumothorax have pre- 
sented signs of acute cardiorespiratory 
embarrassment, severe septicemia, or 
both. Relief by aspiration in such 
cases was impossible because of the 
clotting in the hemopneumothorax. 
For the same reason, rib resection 
drainage of the infected hemothorax 
fails. Open thoracotomy with decor- 
tication, re-expansion of the lung, and 
closure of the chest wall has been the 
only satisfactory treatment.. Rela- 
tively small infected hemothorax has 
been treated by rib resection drainage. 
The author believes that infected 
clotted basilar hemothorax of a size 
estimated at less than 500 cc. does 
not justify decortication. 

Ninety-one rib resections have been 
performed for the treatment of in- 
fected hemothorax or empyema, as 
contrasted with 48 decortications. 


As to foreign bodies in the lungs, ' 


some of them are removed principally 
to prevent hemorrhage and suppura- 
tive processes. The following fac- 


-tors influence the decision to remove 


a foreign body from the lung: (1) 
size and irregularity, (2) proximity 
to large blood vessels or bronchi and 
dependent position in the parenchyma, 
and (3) surrounding reaction, detect- 
able clinically or roentgenologically. 
The author is of the opinion that even 
silent parenchymal foreign bodies 
greater than 1.5 cm. in two dimensions 
should be removed when the proper 
clinical facilities for such removal are 
available. 
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THE MANAGEMENT OF WAR WOUNDS OF THE CHEST 
IN A BASE CENTER 


Paut C. Samson (Lt. Col.), THomas H. Burrorp (Major), Lyman A. BREWER 
III (Major), and BEnyAMIN BurBanK (Major, M.C., A.U.S.) 
J. Thoracic Surg. 15:1-30, February 1946 


The treatment of hemothorax as 
practiced by the authors in the North 
African Theater consisted of frequent 
thoracentesis until all blood was re- 
moved; air replacement was not em- 
ployed. Any strong attempt to empty 
the thorax was not started until the 
third or fourth day after injury. Dur- 
ing the first three days aspiration was 
done only for the relief of pressure 
symptoms or for the purpose of diag- 
nosis. ‘The authors noticed that ex- 
tensive clotting may occur within a 
few hours following injury. The 
presence or absence of intrapleural air 
has no apparent bearing on the clotting 
mechanism. 

The authors performed decortica- 
tion with complete visceral pleurolysis 
on more than 100 patients with no 
postoperative deaths. They list the 
following general indications for op- 
eration: patients in whom there is at 
least a 50 per cent compression of the 
lung, especially if the apex is col- 
lapsed; those in whom aspiration has 
been unsuccessful and in whom there 
has been no appreciable pulmonary 
expansion. at the end of four to six 
weeks following injury. The follow- 
ing are important technical considera- 
tions: (1) meticulous attention to the 
establishment of the cleavage plane 
between peel and visceral pleura; (2) 
careful blunt dissection of the. peel 
either manually or with the help of a 
gauze “dissector;” (3) complete lib- 
eration of the lung where it is directly 
adherent to the thoracic wall, to the 
mediastinum, or along the fissural 
margins, so that complete circumfer- 


ential expansion can be obtained;. (4) 
decortication and mobilization of the 
elevated, fixed diaphragm, with spe- 
cial attention to reestablishment of the 
costophrenic sulcus; (5) intermittent 
expansion of the lung under increasing 
positive pressure, with careful stroking 
of atelectatic areas. No attempts at 
immediate complete pulmonary re- 
expansion should be made. 

In a number of patients with in- 
fected hemothorax where the lung was 
markedly collapsed; the authors have 
employed thoracotomy with evacua- 
tion of the entire exudate; complete 
decortication of the visceral pleural - 
peel, immediate pulmonary reexpan- 
sion, and closure of the incision in 
layers. Water-seal intercostal drain- 
age tubes have been used routinely. 

As to the treatment of established 
hemothoracic empyema, the authors 
enforce the principle of adequate de- 
pendent drainage with rib resection. 
Intercostal drainage in such cases is 
not indicated except in the rare in- 
stance when a patient may be too sick 
for rib resection. There appeats to 
be no urgent indication for using a 
water-seal bottle to make the drainage 
airtight unless the empyema has de- 
veloped with unusual rapidity. In 
the authors’ hands thoracotomy with 
complete visceral decortication has 
been successful in the early treatment 
of a group of patients whose total 
subacute, hemothoracic empyemas 


have persisted for from four to six 


weeks following adequate dependent 
drainage. 
In the early stages of their work 


7 
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the authors were routinely removing 
shell fragments, 0.8 cm. or greater in 
diameter, from the pleural cavity, 
lungs, myocardium, and mediastinum. 
More recently they found it advisable 
to remove only those fragments which 
were not less than 1.5 cm. in diameter. 
Early thoracotomy (up to forty-eight 
hours) for the removal of intrathor- 


acic foreign bodies is not justified in ° 


most cases. 


REFERENCES TO CURRENT ARTICLES 


Principles of Improving Inadequate 
Tracheobronchial Drainage Following 
Trauma to the Chest. Paul C. Samson 
(Lt. Col.) and Lyman A. Brewer 
(Major). J. Thoracic Surg. 15:162- 
72, June 1946. Retained fluid in the 
pulmonary tree, following chest injuries, 
may produce bronchial obstruction, which 
may cause pulmonary atelectasis and 
pneumonitis. When thoracentesis for 
pleural fluid, intercostal and paraverte- 


17. Chest Wall 


bral nerve block for thoracic wall pain, 
carbon dioxide inhalations for deep full 
respirations, and gastric and intestinal 
decompression fail, tracheobronchial 
catheter aspiration or bronchoscopy 
should be done. 

Muscle Flap Closure of Cavity Resulting 
from Lung Abscess. William H. 
Priolean, Medical College of South 
Carolina, Charleston, S. C. Ann. Surg. 
‘123 :664-72, April 1946. The treat- 
ment of lung abscess is usually followed 
by a residual pleuropulmonary cavity, 
with an_ associated bronchial _ fistula, 
Such a cavity may be obliterated by im- 
planting a pedicled muscle flap, in one 
stage. The pectoralis major is most sat- 


isfactory for upper lobe cavities and the 


latissimus dorsi for those of the lower 
lobe. The flap must be well mobilized, 
have a good blood supply, and be free of 
excess fat and fascia. The report is 
based upon 9 cases of lung abscess treated 
by external drainage. 4 references. 1 
table. 6 figures. 


THORACOPLASTY IN PULMONARY TUBERCULOSIS: 
COURSE AND RESULTS IN 109 CASES 


H. Fr. Harpirz 
Acta chir. Scandinav. 91:407-29,1944 


The principles of Holst and Semb 
in caviting pulmonary tuberculosis 
were carried out in 109 patients. 
Twenty-five one-stage and 117 two- 
stage thoracoplasties were done on 81 
patients with unilateral tuberculosis of 
the lung and 25 on 11 patients with 
bilateral involvement. In the latter 
group pneumothorax or oleothorax 
had previously been executed on the 
opposite side in 9 patients, and thora- 
coplasty in 1. In addition there were 
17 patients in whom thoracoplasty was 
performed for tuberculous empyema. 
Of these patients one-stage thoraco- 


plasty was performed in 3 cases, two- 
stage in 6, three-stage in 4 and four- 
stage or five-stage in 4. When the ex- 
cision of five ribs seemed sufficient (to 
one rib’s-breadth below the cavity pos- 
teriorly) the operation was done at 
one sitting; otherwise four ribs were 
usually removed first and the others 
at subsequent sittings at intervals of 
three to four weeks, or longer. Apic- 
olysis was the rule when the cavities 
were situated in the apical region. 
Sometimes the fifth rib could be pre- 
served and the scapula allowed to 
collapse into the wound by resecting 
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its lower angle. As many as eight 
ribs were resected at times, the author 
going so far in one instance as to 
sacrifice the clavicle. 

After an observation period of five 
years the cures among the 109 patients 
were reckoned at 94 (86 per cent), 
with 81 (75 per cent) able to return 
to work. The bilateral cases stood 
the additional operation well, except 
in the patient in whom the operation 
on the opposite side had included a 
thoracoplasty. There were altogether 
10 deaths (9.2 per cent), but only 4 
(3.7 per cent) died immediately fol- 
lowing the operation. Complications 


18. Pleura 


were hemorrhage, shock, atelectasis, 
aspiration into the opposite lung, 
thrombosis and infection of the opera- 
tive wound. None of these complica- 
tions, however, with the exception of 
the cases of atelectasis and aspiration, 
proved insurmountable or even 
serious. 

Results improved after stringent 
measures against the possibility of air- 
contamination about the operative 
table (face-masks of gauze). Perhaps 
some improvement with regard to in- 
fections might be achieved by ultra- 
violet irradiation of the operative area. 
3 references. 3 tables. 


GRAM-NEGATIVE BACILLUS EMPYEMA CURED BY 
INTRAPLEURAL PENICILLIN 


Epwin M. Ory, Greorce Gee Jackson and MaxweE FInLanp 
J. A. M. A. 131:1035-38, July 27, 1946 


A large empyema caused by a gram- 
negative bacillus was cured by aspira- 
tions and intrapleural instillations of 
penicillin without surgery. Penicillin 
treatment of empyema has given much 
better results than sulfonamide ther- 
apy. Empyemas caused by gram- 
negative bacilli have not been con- 


19. Lung 


sidered suitable for penicillin and were 
operated upon. In this case, thora- 
centesis was done daily for five days, 
then every other day and then every 
four to seven days. Penicillin was in- 
stilled in 100,000 to 200,000 unit 
doses after each aspiration. 25 refer- 
ences. 2 tables. 1 figure. 


INTRACAVITARY (MONALDI) SUCTION 


Jerome R. Heap 
Chicago, Ill. 
J. Thoracic Surg. 15:153-61, June 1946 


In the past three years, intracavi- 
tary suction (Monaldi) has been used 
in patients with low vital capacity that 
cannot be treated by pneumothorax, 
thoracoplasty, or extrapleural col- 


lapse, and is indicated for quiescent 
cavities of relatively long standing 
which are not surrounded by soft ac- 
tive disease. 

Through a small intercostal incision 
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from the front or by resection of a 
small piece of rib from the back, the 
pleura -is explored. The wound is 
sutured if adhesions are found and the 
catheter is inserted one or two weeks 
later, but if free pleura is encountered, 
a small piece of iodoform pack is in- 
serted just to the level of the pleura. 
The pack is removed ten to fourteen 
days later, and the presence of ad- 
hesions is noted, after which the 
wound is sutured. One week later a 
No. 14 French catheter is inserted by 
means of a trocar, after locating the 
cavity by means of a long 19-gauge 


needle attached to a 20 cc. syringe. 
Freely aspirated air or pus signifies 
entrance into the cavity. The cathe- 
ter should be firmly fixed in place by 
an airtight adhesive dressing. Con- 
tinuous suction is kept up for from 
six to ten months, then suction is 
stopped for one month with the cathe- 
ter in place. The tube is removed if 
the cavity remains closed, but if it 
reopens, suction is reapplied. 

In a group of 29 patients in which 
a fatal outcome seemed almost certain, 
the above procedure was used; 13 
deaths resulted, and 16 are still alive. 


HERNIA OF THE LUNG 


Maurer (Capt.) and Brian Biapes (Lt. Col., M.C., A.U.S.) 
Walter Reed General Hospital, Washington, D. C. 
J. Thoracic Surg. 15:77-98, April 1946 


Eleven cases of defects of the chest 
. wall are presented, and 7 cases of 
hernia of the lung are reviewed. In 
3 patients the liver was found in the 
hernial sac while in one instance, the 
omentum was present. True hernia 
of the lung may be considered as a 
protrusion of the pleura-covered lung 
beyond its normal boundaries through 
an abnormal opening in the thoracic 
enclosure. Many of the earlier case 
reports were inaccurate because evis- 
ceration and prolapse were mistaken 
for true hernias. The authors state 
that the cervical group of hernia of the 
lung is rare while the thoracic is the 
most common. 

Congenital hernias are found most 
frequently in the upper thoracic aper- 
ture or anteriorly in the interspaces 
near the sternum. The majority of 
hernias of the lung are acquired, as 
the result of trauma. Some have been 
reported as the result of operative 
procedures, others following crushing 


and stab wounds of the chest, and still 
others have resulted from wounds 
caused by rifle bullets or shell frag- 
ments. Spontaneous hernias occur as 
a result of local weakness of the thor- 
acic wall along with an increase in 
intrathoracic pressure. Both of these 
conditions must, be present as neither 
alorie causes hernia. Chronic bron- 
chitis, whooping cough, straining at 
defecation or heavy lifting, or any 
other factor causing increased intra- 
thoracic pressure may produce hernia- 
tion of the lung through defects in 
the chest wall. Hernias have been de- 
scribed following abscesses of the chest 
wall, empyema necessitatis, malignant 
tumors or tuberculous caries of the 
ribs. 

According to all reports in the liter- 
ature, the most important single diag- 


nostic finding: is the presence of a ° 


bulging mass increasing in size during 
expiration, reaching its maximum dur- 
ing forced expiration (Valsalva’s 
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maneuver), coughing, or muscular 
exertion, and diminishing in size dur- 
ing inspiration or quiet breathing. In 

a differential diagnosis, the following 
fenditions might be considered: sub- 
cutaneous emphysema, empyema 
necessitatis, lung suppuration or a de- 
generating neoplasm breaking through 
the chest wall; or tumor of the thor- 
acic wall, tuberculous caries of a rib, 

or gas bacillus infection of the chest 
wall with crepitation. 

True hernias of the lung show little 
tendency to heal spontaneously but 
are rarely fatal. Palliative measures 
such as local compression of the hernia 
by pads, corset or elastic apparatus 
may relieve symptoms but usually do 
not produce a cure. The treatment is 
essentially surgical. 

1. Defect of the chest wall, almost 
regardless of size, can be repaired by 


plastic procedures using only chest 
wall structures. 

2. The most important part of the 
repair of pulmonary hernias is cover- 
ing the defect with bone or with 
periosteum which will produce bone. 
Satisfactory repair of average sized 
defects may be obtained by suturing 
periosteal flaps obtained from the ad- 
jacent ribs. 

3. It is important to free the ad- 
hesions and the lung about the mar- 
gins of the hernial orifice and to com- 


_ bine this procedure with the creation 


of a local pneumothorax in order to 
produce a “cushion” between the lung 
and freshly repaired chest wall. 

4. It is usually necessary to use 
endotracheal anesthesia for surgical 
repair of defects of the chest wall and 
hernia of the lung. 


TREATMENT OF PULMONARY ACTINOMYCOSIS WITH A 
REPORT OF SEVEN ARRESTED CASES 


J. Kary Poppe 
Washington University Medical School, St. Louis, Mo. 
J. Thoracic Surg. 15:118-26, April 1946 


The report is based on observations 
of 19 patients with proved actinomy- 
cosis of the Jung and chest wall. Ap- 
parent cures have been obtained in 7 
of the patients (37 per cent), ranging 
from one year in 3 patients up to nine 
years in 1. The author was not able 
to obtain an adequate record of the 
results of treatment in 4 patients, (22 
per cent). The other 8 patients (41 


per cent), are known to have died asa - 


result of the actinomycotic infection 
and its complications. The condition 
made its first appearance in the intes- 
tine in 5 patients (26 per cent), in 
none of whom a satisfactory result was 
obtained. The average duration of 


life following the onset of symptoms 
was 1.6 years in the 7 patients who 
died as a direct result of the actinomy- 
cotic infection. 

In all of the patients included in 
this series, as well as in most of the 
successfully treated patients whose 
cases were reviewed, surgical drain- 
age or excision represented the main 
form of treatment. This therapy was 
supplemented in many instances by ~ 
other therapeutic measures, such as 
roentgen ray, administration of sul- 
fonamides, penicillin, thymol and po- 
tassium iodide, with varying degrees 


of credit being given to different 
agents. 
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Penicillin will perhaps prove even 
more effective than the sulfonamides 
in controlling the severe toxic symp- 
toms found in extensive actinomycosis 
between stages of surgical drainage. 
The abscesses caused by actinomycosis 
are usually so numerous and wide- 
spread that a single drainage pro- 
cedure frequently is insufficient for 
their elimination. 


REFERENCES TO CURRENT ARTICLES 


Open Pneumolysis in Pulmonary Tubercu- 
losis (Offene Pneumolyse bei Lungen- 
tuberkulose). E. Hedvall and O. Hul- 
ten. Acta chir. Scandinav. 91:269-82, 


20. Mediastinum 


Fasc. I-VI, Dec. 20, 1945. In the op 
eration of open pneumolysis an incision js 
carried, at the level of the angle of the 
scapula, across the chest from near the 
sternum in front to near the midline be- 
hind. The latissimus dorsi and lower 
slips of the serratus muscles are cut and 
the scapula is strongly elevated. A rib is 
resected subperiosteally and the pleura 
opened through its bed. This operation 
was performed, with pneumolysis in the 
usual manner, in 9 cases of cavernous 
pulmonary tuberculosis, in which artifi- 
cial pneumothorax was ineffectual and 
closed pneumolysis was impossible. Op- 
erative results were good in every case. 
17 references. 6 figures. 


MEDIASTINAL TUMORS: REPORT OF CASES TREATED AT 
ARMY THORACIC SURGERY CENTERS IN 
THE UNITED STATES 


Brian Braves (Col., M.C., A.U.S.) 
Ann. Surg. 123:749-65, May 1946 


A series of 114 explorations of the 
thorax have been performed at Army 
Thoracic Surgery Centers to establish 
the nature of mediastinal masses. In 
5 cases the masses proved to be aneu- 
rysms. Biopsies of benign inflamma- 
tory lesions were obtained in. 5 in- 
stances. Benign tumors in 89 cases 
were removed successfully. In 3 of 
15 cases of malignant tumors, extirpa- 
tion of the neoplasm was impossible. 
There were no deaths attributable to 
exploration of the thorax. All pa- 
tients with benign tumors recovered 
promptly and were active. 

Mediastinal tumors are relatively 
rare, yet the routine roentgenologic 


chest examination revealed 94 out of 
109 cases of tumors in this series. Since 
this was done in young men, routine 
chest roentgenograms in individuals 
of all ages would result in the early 
diagnosis of many intrathoracic tu- 
mors. If the diagnosis waits until 
clinical signs are obvious, the chances 
of cure are remote. 15 references. 1 
table. 5 figures. 3 plates. 


[In view of the scope and excellent 
presentation of this subject in Blades’ ar- 
ticle, the original should be consulted by all 
those interested. This is one of the best 
articles on the subject that has appeared in 
years.—Ep. 
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21. Heart 


EFFECTS OF AN ARTIFICIAL DUCTUS ARTERIOSUS ON 
EXPERIMENTAL CYANOSIS AND ANOXEMIA 


ALFRED BLALock 
Johns Hopkins University Schoo] of Medicine and Hospital, Baltimore, Md. 
Arch. Surg. 52:247-52, March 1946 


Experiments have been conducted 
over a period of several years to de- 
termine whether increase of the blood 
supply to the lungs by the creation of 
an artificial ductus arteriosus would 
benefit patients with the tetrology of 
Fallot or pulmonary stenosis. The 
initial efforts consisted of many at- 
tempts to produce pulmonary stenosis 


‘of severe degree. It was eventually 


found that the removal of lobes of 
one or both lungs, and the anastomo- 
sis of the severed proximal ends of the 
pulmonary artery and vein, usually 
resulted in a high degree of oxygen 
unsaturation. In the experiments re- 


ported, the total hemoglobin was not 
greatly increased and there is no rea- 
son to believe that the degree of oxy- 
gen unsaturation of the arterial blood 
c6ming from the remaining pulmo- 
nary tissue was grossly abnormal. It 
was found that creation of an artifi- 
cial ductus arteriosus was followed in 
most instances by an increase in the 
oxygen saturation of the arterial 
blood. The results of these studies 
led to the development of the opera- 
tion which is now performed on pa- 
tients with pulmonary stenosis or 
atresia. 3 references. '1 table. 


PATENT DUCTUS. ARTERIOSUS WITH SUBACUTE 
BACTERIAL ENDARTERITIS: DIAGNOSIS 
AND INDICATIONS FOR OPERATION 


Harry VEssELL and Isrpor Kross 
Beth Israel Hospital, New York, N. Y. 
Arch. Int. Med. 77:659-77, June 1946 


The first successful ligation of the 
patent ductus arteriosus was reported 
in 1939 and the first recovery from 
subacute bacterial endarteritis in pat- 
ent ductus arteriosus was effected by 
surgical obliteration of the ductus in 
1940. Since then operations have 
been: performed many times with 
gratifying results. 

The establishment of a correct di- 
agnosis is most important, and the 
most helpful diagnostic sign is the 
characteristic “train-in-a-tunnel ma- 
chinery” murmur, best heard just to 


the left of the sternum between the 
second and third intercostal spaces. 
In some cases the murmur is limited 
to the systole. For those cases in 
which the characteristic murmur is 
lacking roentgenograms are helpful. 
Prominence of the pulmonary artery, 
with increased hilar and pulmonary 
markings, occurs in over half of the. 
cases. The electrocardiogram is usu- 
ally normal. Pronounced right axis 
deviation is strong evidence against 
the presence of patent ductus arterio- 
sus. The arterial blood pressure is 
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altered rather characteristically in 
most cases. Typical blood pressures 
are systolic from 100 to 125, and di- 
astolic from 45 to 60 mm. of mercury. 


The diagnosis of superimposed sub- - 


acute bacterial endarteritis is made on 
clinical and laboratory observations 
similar to those in cases with under- 
lying valvular disease. 

When. the diagnosis has been estab- 
lished the contraindications to opera- 
tion must be considered. There are 
two of importance, the first being as- 
sociated congenital cardiac anomalies 


- for which the patent ductus arteriosus 


is a vital compensatory mechanism. 
Such anomalies are most uncommon 
after infancy. Septal defects, atrial 
or ventricular, need not be a contra- 
indication to operation. The second 
contraindication is extension of infec- 


“tion beyond the ductus and especially 
to the left side of the heart. 

Penicillin has been curative in many 
cases of subacute bacterial endarteritis 
caused by S. viridans. The problem 
with endarterititis in patent ductus 
arteriosus is whether penicillin with- 
out operation should be the treatment 
of choice. Operation is believed to be 
indicated: (1) when the bacteria caus- 
ing the subacute bacterial endarteritis 
are insensitive to penicillin; (2) when 
infection is of long duration, and (3) 
when a trial with penicillin therapy 
has not been completely successful and 
final cure is uncertain. 

A case is presented in which’ the 
penicillin failed to effect a cure and 
operation was performed, with recov- 
ery. 22 references. 5 figures. 


SURGICAL ASPECTS OF CONGENITAL HEART DISEASE 


A. Rar GILCHRIST 
Royal Infirmary, Edinburgh, Scotland 
Brit. M. J. 1:515-19, April 6, 1946 


Two types of congenital heart dis- 
ease are now amenable to surgical 
treatment; it is important to make a 
correct diagnosis of these conditions in 
childhood, preferably before the age 
of 10 years if surgery is to prevent 
invalidism and early death. 

In patent ductus arteriosus, the 
blood flow through the ductus is re- 
versed and the work of the heart in- 
creased. Symptoms are trivial in 
young children; cyanosis does not oc- 
cur; and there is no clubbing of the 
fingers. The characteristic physical 


sign is the Gibson murmur, which is~ 


systolodiastolic in time, with maxi- 
mum intensity at a site a little below 
the inner end of the clavicle; this 
murmur usually develops by the time 
the child is of school age. When the 


leak is large, the heart enlarges, but 
the enlargement of the pulmonary ar- 
tery is of greater degree; the lung 
fields become more vascular; the di- 
astolic pressure falls. Physical ex- 
ercise intensifies these signs. With ex- 
ercise. the Gibson murmur becomes 
louder and “roaring”; the diastolic 
pressure decreases, but returns to the 
former level usually within 1 minute 
after completion of a simple exercise. 
This characteristic change in the di- 
astolic pressure with the exercise test 
is of value in the diagnosis: of patent 
ductus arteriosus, but in children un- 
der 5, when a fully developed Gib- 
son murmur is not present and the 
test would be of special value, dias- 
tolic pressure readings are difficult to 
obtain. With the exercise test, the pa- 


| 
| ne 
ne 
| co. 
| ar 
* th 
ba 
th 
J ar 
: 
su 
| m 
| at 
0 
tl 
t 
| 


QUARTERLY REVIEW OF SURGERY . 209 


tient may show symptoms of free aor- 
tic regurgitation, pallor, bounding 
neck vessels, the Corrigan pulse, and 
possibly capillary pulsation. The most 


common complication of patent ductus 


arteriosus is a bacterial endarteéritis of 
the pulmonary artery, analogous to 
bacterial endocarditis but localized in 
the damaged intima of the pulmonary 
artery. Operation can be done in the 
presence of this complication, but re- 
sults are better if the diagnosis is 
made and the operation done before 
this complication has developed. Li- 
gation of the ductus arteriosus is done 
according to the modification of 
Gross’s operation described by Tour- 


off in 1942; this technic includes sub- 


adventitial dissection on the arch of 
the aorta, which the author has found 
to be of advantage. In 4 cases in 
which infection of the pulmonary ar- 
tery had occurred, surgical ligation 
was done in 3 cases. Only 1 of these 
patients is living and well, a year af- 
ter operation; this patient, a girl, 6 
years of age when the operation was 
done. The other 2 patients died post- 
operatively of massive pulmonary col- 
lapse. The fourth patient in this 
group died without operation 10 days 
after the diagnosis was made. Of 16 
patients with patent ductus arteriosus 
without infection, and in fairly good 
health at the time of surgical ligation, 
only 2 died; death was due to a torn 
ductus in 1 case; to mediastinal sepsis 
in the other. The other 14 patients 
show improvement. Twenty patients 
with patent ductus arteriosus are still 
under observation, in whom ligation 
has not yet been undertaken, The 
mortality from ligation of the patent 
ductus arteriosus increases progres- 
sively after 10 years of age, but it is 
desirable to postpone operation until 
the duct has had an opportunity to 
close spontaneously, so the author be- 


lieves that the majority of children 
with patent ductus arteriosus should 
have ligation done between the ages 
of 7 and 10 years. 


Coarctation of the aorta usually 
causes no definite symptoms in chil- 
dren, and often is not diagnosed until 
adult life. Suggestive signs of this 
condition in children are: a left basal . 
systolic murmur, often called “a pul- 
monary systole”; bounding neck ves- 
sels; and a raised brachial blood pres- 
sure. Confirmation of the diagnosis 
is made by femoral palpation; a feeble 
or absent pulse in the groin, and an 
almost negligible pulse pressure in the 
popliteal artery, with distal sounds if | 
the blood pressure cuff is applied 
above the knee, are significant signs 
of coarctation of the aorta. The diag- 
nosis would be made more frequently 
during childhood if blood pressure 
readings were made more often, and 
especially if palpation of the femoral 
arteries in the groin were done as a 
routine. The methods of resection of 
the constricted segment and end-to- 
end anastomosis recently described by 
Crofoord and Nylin and Gross and 
Hufnagel, the author believes, will 
not prove any more formidable than 
the operation for ligation of the duc- 
tus in the hands of skilled thoracic 
surgeons; preliminary reports indi- 
cate that “the risk is worth taking,” 
especially in young patients. 

In the presence of cyanosis, the di- 
agnosis of congenital heart disease is 
often more difficult than in the acyan- 
otic group. Blalock and Taussig have 
recently described an operation for 
“reconstructing the circulation,” in 
cases of the tetrology of Fallot, that 
has resulted in‘definite clinical im- 
provement, although it is a palliative 
rather than a curative procedure. 19 
references. 6 figures. 
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VENOUS CATHETERIZATION FOR THE DIAGNOSIS OF 
CONGENITAL HEART DISEASE 


Lewis Dexter, C. Sipney BuRWELL, FLorENcE W. Haynes 
and Roy E. Serer 
Peter Bent Brigham Hospital and Harvard Medical School, Boston, Mass. 
Bull. New England M. Center 8:113-21, June 1946 


Three cases of congenital heart dis- 
ease are presented in which venous 
catheterization, according to a method 
adapted from that of Cournand and 
Ranges, was used to illustrate the 
practical advantages of the procedure 
especially with relation to the decision 
on whether to undertake surgery. A 


‘9F catheter, 100 cm. long, with the 


hole directly on the tip, is introduced 
into the median basilic vein, through 
the heart into the pulmonary artery, 
where blood samples, pressures and 
spot films are taken from 3 or more 
regions. The same procedures are re- 
peated in the upper, middle and lower 
portions of the right ventricle, and 


22. Esophagus 


finally from at least 3 positions in the 
right auricle and, if indicated, from 
the superior and inferior venae cavae. 
Blood is then withdrawn from the fe- 
moral artery. Patent ductus arteriosis 
is diagnosed by finding a significantly 
higher oxygen content in pulmonary 
artery blood than in ventricular blood. 

Experience in the cases treated in- 
dicates that venous catheterization is 
useful for diagnosis in doubtful cases 
of patent ductus arteriosus; for the 
demonstration of certain abnormali- 
ties it might well be used in conjunc- 
tion with the Robb technic of visuali- 
zation of cardiac chambers with dio- 
drast. 1 reference. 3 tables. 3 figures. 


TRANSTHORACIC RESECTION OF THE CARDIA AND 
ESOPHAGUS 


O. THERON CLAGETYr 
Mayo Clinic, Rochester, Minn. 


Texas State J. Med 


The transthoracic approach has 
been used for 57 patients who had 
carcinoma of the lower part of the 
esophagus or cardia. In 24 the opera- 
tion was exploratory only as the con- 
dition was inoperable and in 33 (with 
5 hospital deaths) resection was car- 
ried out. In 27 of these 33 the carci- 
noma arose in the stomach, in 3 in the 
esophagus and in | each the operation 
was done for benign gastric ulcer, 
cardiospasm and leiomyoma of the 
cardia. In addition to the resection 


. 42:7-11, May 1946 


14 patients had a splenectomy and in 
3 the tail of the pancreas was resected. 
Postoperative complications have been 
few, probably because bronchoscopy 
was carried out postoperatively, post- 
operative pain and interference with 
cough is less than that following ab- 
dominal resection, the depth of an- 
esthesia required for the transthoracic 
approach is not great and penicillin 
was a routine postoperative measure. 

So far carcinoma has recurred in 7 
of the 33 patients, stricture developed 
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at the site of the anastomosis in 2 (di- 
latation was required), 1 required py- 
loroplasty five months after resection, 
2 are well three years after the op- 
eration, 3 two years later, 2 eighteen 
months later and 12 patients operated 
on within the last year are well. 

The transthoracic approach to le- 
sions of the lower part of the esopha- 


gus and cardia permits excision of 
‘many lesions that have been inaccesi-: 
ble heretofore, it provides adequate. 
exposure and removal of lesions in this 
area, and it is indicated in all instances: 
of lesions of this area in which dys- 
phagia is present. 10 references. 4 
tables. 


ESOPHAGOGASTROSTOMY FOR CARDIOSPASM 


A. G. SAvVINYKH 


Am. Rev. Soviet Med.°* 


Cardiospasm is defined as the clini- 
cal syndrome of esophageal block in 
the region of the cardia with regurgi- 
tation of food, and with dilatation and 
hypertrophy of the esophageal wall 
above the diaphragm. Conservative 
methods of treatment give satisfactory 
results.in some cases but more than 


1/3 of the patients with cardiospasm | 


require operation, and a number of 
surgical technics have been developed 
for the treatment of this condition. 

A method for the radical treatment 
of cancer of the cardia and the lower 
esophagus has been developed by the 
author and his associates; with this 
method the thoracic esophagus is ap- 


_ proached by medial resection of the 


diaphragm, and an esophagogastric 
anastomosis made. This method has 
also been used in 24 cases of cardio- 
spasm. There were 18 male and 6 
female patients in this group, the ages 
ranging from 2% to 60 years. 

For this operation, the incision in 
the abdominal wall is made along the 
median line from the xiphoid to the 
umbilicus; the left lobe of the liver is 
mobilized and retracted to thé right; 
the inferior phrenic vein is doubly li- 
gated. The concave central portion of 
the diaphragm is pulled down by su- 


3:292-319, April 1946 


tures, forming a fold. The vein is 
cut with Zieboldt scissors and the ten- 
dinous part of the diaphragm incised. 
After sagittal section of the diaphragm 
for 6 to 8 cm., the right diaphragm- 
atic crux is mobilized and resected; in 
most cases the splanchnic nerve is cut 
at the same time. The left crux is 
then exposed and resected transverse- 
ly. This resection of the diaphragm- 
atic crura facilitates access to the medi- 
astinum, and also results in a sympa- 
thetic denervation of the medial dia- 
phragmatic and_ subdiaphragmatic 
area, which has a favorable effect on 
the postoperative course. After the 
crura are dissected, the esophagus is 
visualized and is mobilized by passing 
a gauze band under it. The vagus 
nerves are resected after they have 
been anesthetized. The upper part of 
- the fundus of the stomach is mobilized 
as far as the spleen, and anastomosis 
is made between the left lateral sur- 
face of the esophagus and the fundus. 
For this anastomosis 2 to 3 rows of 
fine catgut sutures are employed, with 
special attention to exact approxima- 
tion of the mucous membrane of the 
esophagus and of the stomach. The 
fundus of the stomach is then brought 
up into the inferior mediastinum and 
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attached to the left margin of the dia- 
phragmatic incision in order to avoid 
tension on the anastomosis. 

Different forms of anesthesia. were 
tried for this operation, but spinal an- 
esthesia has proved the most satisfac- 
tory, using the Russian product sov- 


_cain in 0.5 per cent soloution; the 


spinal injection is made at the sixth 
to eighth thoracic segments. Special 
attention is given to oral hygiene be- 
fore and after the operation. Food is 
given by mouth as soon as the patient 
expresses a desire for it, in some cases 
on the first postoperative day; the 
mouth is cleaned before each feeding. 


Only liquid food is allowed for the 
first 3 or 4 days. 

The 24 cases of cardiospasm in 
which this operation was done are re- 
ported in detail; there were 2 deaths 
in the series. In the remaining 22 pa- 
tients, the results of the operation 
were good. The findings at operation 
in these cases showed that in the ma- 
jority of cases, the cardiospasm was 
secondary to inflammatory processes 
in the lower mediastinum and in some 
instances in the subdiaphragmatic 
space. 31 references. 1 table. 26 fig- 
ures. 


CORRECTION OF ESOPHAGEAL ATRESIA AND TRACHEO- 
ESOPHAGEAL FISTULA BY CLOSURE OF FISTULA AND — 
OBLIQUE ANASTOMOSIS OF ESOPHAGEAL ieee 


Rospert E. Gross and H. WILLIAM Scorr, Jr. 
Boston, Mass. 
Surg., Gynec. & Obst. 82:518-26, May 1946 


Congenital atresia of the esophagus 
and associated tracheo-esophageal fis- 
tula was corrected surgically within 
the first week. Preoperatively oxygen 
was given by tent method. The blind 
end of the esophagus was kept cleared 


.out by an inlying catheter which was 


passed through the nose and was con- 
nected to a Wangensteen suction. Pen- 
icillin, 3000 units every 3 hours, was 
given intramuscularly. Subcutaneous 
sodium sulfadiazine, 4% grain every 
four hours, and parenteral fluids were 
given. Under cyclopropane anesthesia 
an incision along the medial border 
of the scapula was made. After divi- 
sion of the superficial muscles the 
scapula was retracted laterally. The 
third to fifth ribs were resected sub- 
periosteally, and the intercostal mus- 
cles, nerves, and vessels divided. The 
pleura was then stripped forward by 
blunt dissection from the vertebral 


bodies, and the azygos vein was doub- 
ly ligated. The upper blind pouch 
of the esophagus extended down to a 
point opposite the lower portion of 
the trachea, while the lower segment 
of the esophagus had a fistulous com- 
munication with the posterior surface 
of the trachea. The lower portjon of 
the esophagus was mobilized, and the 
tracheo-esophageal fistula was ligated 
with No. 0000 silk close to the trachea, 
and then divided. Both ends of the 
esophagus were opened obliquely, and 
the nasal catheter passed through the 
lower portions of the esophagus, and 
into the stomach. Stay sutures of No. 
00000 silk were placed in the 4 quad- 
rants of each esophageal end and were 


tied to the opposite suture in such a © 


way that inversion of the ends re- 
sulted. Several interrupted sutures, 
completed the anastomosis. The baby 
was fed through the gastric tube and 
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‘on the eighth postoperative day a ter was removed. The patient was 
Stamm gastrostomy was done under discharged on the twentieth hospital 
local anesthesia, and the nasal cathe- day, taking full feedings by mouth. 


23. Breast 


| 4 See Contents for Related Articles 


24. Diaphragm 


See Contents for Related Articles 


25. Abdominal Surgery 


SURGERY OF THE ACUTE ABDOMEN IN PATIENTS WITH 
DIABETES MELLITUS 


BEVERLY CHEW SMITH 
Presbyterian Hospital, New York, N. Y. 
Am. J. Digest. Dis. 13:138-40, May 1946 


The major observations determin- 
ing the kind of surgical therapy re- 
quired for the acute surgical abdomen 
in the presence of diabetes are: pa- 
tient’s age; duration of known dia- 
betes and an estimation of the time 
and degree of its control; severity of 
the diabetes and degree of modifica- 
tion of the patient’s metabolism; and 
correct diagnosis. In acute appendi- 
citis without peritonitis or with local- 
ized peritonitis without abscess, sur- 
gery is not appreciably affected by 
diabetes; drainage alone may be sufh- 
cient with a localized appendiceal ab- 
scess; with diffuse peritonitis, diabetes 
is a serious complication, each case re- 
quiring individual consideration. 


The presence of diabetes is a factor 
of major importance in cases requiring 
common duct drainage with jaundice 
or inflammation in the pancreas. Since 
infection seems protracted by hyper- 
glycemia, drainage of the intraperito- 
neal site and layers of the abdominal 


wall should be adequate. Chemother- 
apy has greatly decreased complica- 
tions in this group of patients because 
of their special susceptibility to infec- 
tion. The excision of carcinomas of 
the gastrointestinal tract, is a major 
procedure in diabetics, requiring the 
utmost in preparatory therapy. 
[A very good article—Eb. ] 


REFERENCES TO CURRENT ARTICLES 


Medical Progress: Abdominal Surgery. Ar- | 
thur W. Allen, Harvard Medical School, 
Boston, Mass. New England J. Surg. 
234:408-15, March 21, 1946. A large 
proportion of the most significant con- 
tributions relating to surgical lesions of 
the abdomen are mentioned and com- 
ments. are made ‘according to their re- 
lation to experience at the Massachusetts 
General Hospital. Included in the re- 
view are: anesthesia, hernia, appendicitis, 
biliary system, stomach, duodenum, 
small intestine, colon and pancreas. 75 
references. [An excelent article which 
should be read in the original by all those 
interested.—Ep. 


214 QUARTERLY REVIEW OF SURGERY 


26. Abdominal Wall 


REFERENCES TO CURRENT ARTICLES 
Congenital Defect of the Abdominal Wall 
in the New Born: Gastroschisis. Frank 
S. Johns, Johnston-Willis Hospital, 
Richmond, Va. Ann. Surg. 123:886- 
99, May 1946. A case of a baby having 
gastroschisis with a large congenital de- 
fect of the abdominal wall is described. 
The baby was operated upon 30 minutes 


27. Hernia 


after birth and is normal at 3% years 
of age. Three facts contributed to the 
success of the operation: (1) the organs 
were not entirely eventrated, (2) the 
peritoneum was not ruptured, and was 
not injured during repair, (3) there was 
only a brief time lag between delivery 


and surgical repair. 97 references. 4° 


figures. [Very sane.—Ep.] 


| CUTIS GRAFT IN SURGERY: A REVIEW OF RESULTS 
OBTAINED WITH COMMENTS ON INDICATIONS 
AND TECHNIC AND REPORT OF CASES 
Joun E. Cannapay 


Charleston General Hospital, Charleston, W. Va. 
Arch, Surg. 52:286-303, March 1946 


The use of cutis graft in 129 cases 
is reported. The merits of cutis graft 
as repair material are due to its tensile 
strength, freedom from the tendency 
to split rapid vascularization, easy 
take of the graft and gradual trans- 
formation into fibrous tissue. 

On the day previous to oneration, 
the patients are prepared with soap 
and water, followed by alcohol and a 
sterile dressing. Shortly before opera- 
tion, an iodine-alcohol technic is car- 
died out. Cutting a cutis graft is done 
as follows: after a thin epidermal lay- 
er has been shaved away and the area 
needed outlined with a scalpel, the 
cutis edge is picked up at one end with 
two or three Allis forceps and is re- 
moved by undercutting with a short, 
curved pair of scissors. Not more than 
1 mm. thickness of fatty tissue is al- 
lowed to remain on the under surface 
of the graft. By the use of the re- 
moved epidermal layer as a split 


thickness graft to cover areas from 
which a cutis graft has been removed, 
the end results in the donor area are 
more satisfactory from the cosmetic 
viewpoint than in the cases in which 
the skin edges are brought together 
by undercutting and the use of tension 
sutures. When cutis is used as suture 
material, it can be handled with a 
medium-curved hemostat as satisfac- 
torily as, or more so, than with any 
fascia needle. When the operative in- 
cision is closed, the skin edges can be 
best brought together with vertical 
mattress sutures. After closure of the 
wound, a pressure dressing of me- 
chanic’s waste is applied and left in 
place for ten days or longer. 

In the repair of inguinal hernia, 
the technic of Halsted has been fol- 
lowed. In case the structures are poor 
and a cutis graft reinforcement seems 
indicated, the graft is usually sutured 
in position under the aponeurosis of 
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the external oblique muscle. When 
the aponeuroses are sutured to the 
graft, sutures of adequate strength 
should be used, usually of cotton 
thread, sizes 15 to 30; however stain- 
less steel wire or silk is satisfactory. 
When cutis is used for reinforcement 
purposes, the subcutaneous fat should 
be carefully sutured down to and over 
the cutis graft so as to obliterate dead 
space in the incision. 

When a strip of cutis is secured for 
suspension of the cervix, thick cutis, 
such as can be obtained from the an- 
tero-external surface of the thigh, has 
advantages. For this purpose, the 
strip should be cut wide (2.5 or 3 
cm.), as cutis narrows when put on 
longitudinal stretch. 

Cutis graft has been used in the 
following cases: 6 of epigastric hernia; 
27 of abdominal incisional hernia; 1 
of umbilical hernia; 28 of direct and 
indirect inguinal hernia; 1 of diastasis 
of the buccinator muscle; 2 of pro- 
nounced bulging of the lower abdomi- 
nal aponeurosis; 1 of herniation of 
the gastrocnemius muscle; 28 of sus- 


pension of uterine cervix for prolapse; - 


1 of suspension of the urethra for the 
relief of urinary incontinence; 9 of 
wobbling knees; 2 of reconstruction 
of crucial ligaments of the knee; 3 of 
fracture of the patella; 1 of approxi- 
mation of the third and fourth meta- 
carpal bones in clawhand; 1 of frac- 
ture of the ulna; 1 of ankylosis of the 
jaw; 3 of sternoclavicular dislocation; 
1 of luxation of the acromial end of 
the clavicle; 1 of repair of a contour 
defect over a depressed area in the 
frontal bone; 1 of implantation after 
sequestrectomy for chronic discharging 
sinus of the foot; 2 of stage ligation 
of the common carotid artery; 1 of 
partial occlusion of the femoral artery 
for the control of popliteal aneurysm; 


3 of replacement of torn dura; 4 of 
sigmoid colostomy for a bridge to 
support the bowel and 1 of implanta- 
tion for the relief of loss of bowel con- 
trol due to destruction of the sphincter 
muscle following a Whitehead meth- 
od of hemorroidectomy. 


In 81 cases, there have been: 4 
cases of minor wound infection; 3 
cases wherein a small area of apparent 
cellulitis developed near the operative 
incision; 3 instances of moderate ser- 
ous drainage; 1 case of hematoma; 1 
death apparently due to anesthesia. 
In no case was there loss of the graft. 
Among 48 other cases there have 
been: 2 deaths: 1 from shock follow- 
ing prolonged surgery; 1 from acute 
miliary tuberculosis postoperatively ; 
2 severe wound infections, in | of 
which the graft was lost. Of the 9 
cases of wobbling knee, in which cutis 
graft repair has been done, the results 
in 6 cases have been reported as good. 

In cases of suspension of the uterine 
cervix from the posterior aponeurosis 
of the rectus muscles near their point 
of attachment to the pubic arch, there 
have been 2 recurrences, the appar- 
ent reason for which was that the an- 
choring strip of cutis had gradually 
pulled away from its insertion in the 
sheath of the posterior rectus muscle. 
In view of the satisfactory experience 
with cutis as material for stage liga- 
tion of the common carotid artery, it 
is suggested that this may prove to be 
the material of choice in cases of liga- 
tion of large blood vessels. The ves- 
sel could be reinforced with a wide 
band of cutis; after this a ligature of 
cutis could be passed twice around the 
reinforcing layer, drawn tightly 
enough to cut off the flow of blood 
wholly or in part and then firmly an- 
chored with interrupted U sutures. 
The greatest value of the cutis graft 
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lies in its use in the treatment of in- 
cisional hernia. 9 references. 6 figures. 

[One. editor questions the superiority of 
cutis over fascia and points out the danger 


of leaving many skin glands behind when 
this operation is done by inexperienced per- 
sons. Another editor has had excellent re- 
sults with cutis skin grafts.—Epb. | 


UTILIZATION OF HENLE’S LIGAMENT, ILIOPUBIC TRACT, 
APONEUROSIS TRANSVERSUS ABDOMINIS AND 
COOPER’S LIGAMENT IN INGUINAL 
HERNIORRHAPHY 


Joun H. Criark (Major, M.C., A.U.S.) and Epwarp I. HasHimoro 


Vernal, Utah, 


Salt Lake City, Utah 


Surg., Gynec. & Obst. 82:480-84, April 1946 


Because 75 per cént of hernias re- 
curred after herniorrhaphy, as direct 
hernias superior to the pubic tubercle 
and posterior to the external inguinal 
ring, utilization of other tough tissues 
that exist in this area is necessary, 
namely: the iliopubic tract, Henle’s 
ligament and the aponeurosis of the 
transversus abdominis. 


The following technic has been 
used on 162 inguinal hernias of all 
types with no recurrences. Under 
spinal anesthesia, an incision is made 
in the aponeurosis of the external 
oblique in the direction of its fibers 
extending from the upper portion of 
the wound through the external ring. 
Next the sheath of the cremaster mus- 
cle is detached from the inguinal liga- 
ment by blunt dissection. By sharp 
and blunt dissection the indirect sac 
is freed and closed with a purse string 
suture after excess sac is excised. The 
stump may or may not be transfixed 
under the transversalis fascia and in- 
ternal oblique muscle. Separation of 
the transversalis fascia from the in- 
guinal ligament exposes a tough fi- 
brous structure the iliopubic tract, and 
the femoral sheath. A strip of fascia 
lata is anchored into the: periosteum 
and tough structures overlying the 
pubic tubercle, and continued as a run- 


ning suture, bringing together Henle’s 
and Cooper’s ligament to the medial 
portion of the iliopubic tract. With 
the same suture the transversus ab- 
dominis aponeurosis is sutured. to the 
iliopubic: tract as far as the internal 
inguinal ring. Using strips of fascia 
or No. 20 cotton, the aponeurosis of 
the internal oblique muscle is sutured 
to the reflected portion of the inguinal 
ligament. The aponeurosis is then re- 
paired loosely over the spermatic 
cord. 

[In the original figures, suture of muscle 
to fascia is depicted. As one editor points 
out, “that does not hold.”—Ep. } 


REFERENCES TO CURRENT ARTICLES 


The Surgical Treatment of. Hernia. Henry 
N. Harkins, Johns Hopkins University 
Medical School and Johns Hopkins Hos- 
pital, Baltimore, Md. New Orleans 
M. & S. Ji 99:47-49, August 1946. 
Nonabsorbable sutures are recommend- 
ed, to minimize recurrence of groin her- 
nias, silk being considered as good as 
fascia. A Cooper’s ligament technic has 
been used in 362 groin hernias, with 
only 1 recurrence. The indirect sac is 
closed as high as possible by an internal 
medium silk purse-string suture, and the 
internal rink is tightened by suturing to 
each other the conjoined tendon, trans- 
versalis fascia and Henle’s ligament. 11 
references. 
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28. Peritoneum 


See Contents for Related Articles 


29. and Duodenum 


PEPTIC ULCER AMONG SOLDIERS IN THE MEDITER- 
RANEAN THEATER OF OPERATIONS 


James A. Hatsrep (Lt. Col., M.C., A.U.S.) and Henry WEINBERG 
(T/5, M. Dept., A.U.S.) 
New England J. Med. 234:313-19, March 7, 1946 


Among 200 consecutive ‘cases of 
peptic ulcer seen in a general hospi- 
tal in Italy, episodes of nervous stress 
could be correlated with an aggrava- 
tion of symptoms or recurrence of pre- 
viously existing ulcer in 69 per cent 
of 150 patients whose disease had be- 
gun before going overseas; 3.4 per 
cent of 183 combat infantrymen with 
chronic epigastric distress had peptic 
ulcer. Forty-four per cent of the pa- 


_ tients developed the disease after en- 


try into the Army; 25 per cent de- 
veloped it after beginning overseas 
duty. The results of a psychiatric 
study of 100 patients were consistent 


A REVIEW OF DIETARY AND RE 


with those of previously reported 
work on the personality pattern of 
patients with peptic ulcer. Many pa- 
tients with psychogenic dyspepsia had 
no apparent anxiety; their only com- 
plaint was of epigastric distress. The 
patient with peptic ulcer tends to be 
an unrelaxed, hard-driving, overag- 


‘gressive person. Reasons are given 


for believing that psychogenic dys- . 
pepsia does not evolve into peptic ul- 
cer. 21 references. 1 table. 

[Studies of large groups of persons hav- 
ing peptic ulcer, such as this, give weight 
to the neurogenic theory of ulcer.—Ep.] 


TED HABITS IN 


PATIENTS WITH MALIGNANT GASTRIC NEOPLASMS 


Lucia J. DunHAM and ALEXANDER BRUNSCHWIG 
University of Chicago, Chicago, Ill. 
Gastroenterology 6:286-93, April 1946 


A study of dietary and related fac- 
tors acting during a period of fifteen 
to twenty years before the onset of 
disease in 40 patients with and 40 pa- 
tients without malignant gastric tu- 
mors was made. There were no dif- 
ferences found which could have been 
significant factors in the production 
of gastric cancer. The data consisted 
of statements made by the patients 


and thus were highly subjective. 
These data included foods and eating 
habits, poor dental apparatus, nation- 
al origins, body weight, chronic medi- 
cation, exposure to industrial irritants, 
chronic diseases, trauma, nature of 
employment, and marked changes in 
environment. 

The patients with malignant tumors 
included 31 men and 9 women, with 
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an average age of 55.8 years. Thirty- 
six of these cases had gastric carci- 
noma. The control group consisted of 
29 men and 11 women with an aver- 
age age of 55.5 years. In all but 3 of 
these controls there was disease in 


some part of the gastrointestinal tract. 
6 references. 1 table. 


[This review rules out a few of the 
many possible etiologic factors in malig- 
nancy.—Ep. 


MASSIVE HEMORRHAGE IN PEPTIC: ULCER CONTROLLED 
BY OPERATION: REPORT OF A CASE 


SAMUEL F. and Morris J. NICHOLSON 
Lahey Clinic, Boston, Mass. 
Lahey Clin. Bull. 4:212-15, January 1946 


Where there is continued hemat- 
emesis or melena and inability to con- 
trol shock through conservative mea- 
sures of rest, morphine and restora- 
tion of blood volume by repeated 
transfusions, then surgical interference 
is imperative if a fatality is to be 
avoided in massive hemorrhage caused 
by peptic ulcer. The anesthetic of 
choice is cyclopropane with curare as 
an adjunct. 

A case is reported in which laparo- 
tomy was performed. Through an in- 


cision in the duodenum the bleeding 
gastroduodenal artery was transfixed 
with mattress sutures of heavy silk. 
Three thousand cc. of citrated blood 
were given during the operation and a 
gastroenterostomy was _ performed. 
Before operation the blood pressure 
could not be obtained. After ligation 
of the bleeding vessel the blood pres- 
sure rose to a satisfactory level; the 


‘ pulse became normal in both rate and 


volume. 


DETERMINATION OF OPERABILITY OF CANCER OF THE 
STOMACH WITH THE ABDOMEN OPENED 


Frank H. LAHEY 
Lahey Clinic, Boston, Mass. 
Lahey Clin. Bull. 4:194-96, January 1946 


It is important to have well organ- 
ized in one’s mind the investigative 
procedures through which one must 
go in patients with cancer of the 
stomach, with the abdomen open and 
the lesion exposed, to determine the 
operability of each case. 

Palpation for direct extension into 
the transverse colon, liver or the head 
of the pancreas, or whether or not in 
the prepyloric lesion there are exten- 
sive nonremovable nodes, is first done. 


The posterior surface of the stomach 
is examined through a rent in the gas- 
trohepatic omentum. The left gastric 
artery is next palpated to make sure 
that it is free and can be ligated as a 
trunk’ without tying through malig- 
nant tissue, or that it is not surrounded 
by metastatically involved nodes. The 
pelvic fossa is palpated for the possi- 
bility of gravity metastasis while the 
parietal peritoneum and the roots of 
the mesentery of the small intestine 
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are examined for shot-like metastases. 
Finally the jejunal fossa at the point 
of disappearance of the jejunum is 
carefully palpated. 


REFERENCES TO CURRENT ARTICLES 


Submucosal Lipomas of the Stomach. A 
Review of the Literature and Report of 
a Case Associated with Carcinoma. Or- 
land B. Scott and Alexander Brun- 
schwig, University of Chicago School of 
Medicine, Chicago, Ill. Arch. Surg. 52: 
253-59, March 1946. The 39 cases 
of submucosal lipomas, reported to date 
in the literature, are briefly tabulated 
and followed by a report of a case of 
submucosal lipoma of the pylorus, asso- 
ciated with an infiltrating adenocarci- 
noma in this region. The occurrence of 


30. Small Intestines 


both carcinoma and lipoma in the stom- 
ach is described as coincidental, as a sub- 
mucosal lipoma is to be regarded neither 
as a premalignant condition nor as evi- 
dence of carcinogenic factors in opera- 
tion. Some of the patients’ symptoms of 
epigastric pain, chronologically related to 
meals, and often awakening the patient 
at night, could be ascribed to the flat, 
shallow 5 cm. ulceration of the mucosal 
surface, found in the postoperative speci- 
men in the prepyloric region. Beyond 

the lower margin of this ulcer and pro- 
truding into the pylorus was the lipoma- 
tous mass. 14 references. 1 table. 2 
figures. [On account of the symptom- 
less character of benign neoplasms of 
the stomach, their occurrence with or 
without malignancy is not accurately 
known.—Ep. | 


CONTRIBUTION ON THE POSSIBILITY OF EMPLOYING 
RADICAL TREATMENT IN NECROTIC ENTERITIS 
(K voprosu ovozmozhnosti primenyenya radilalnovo 
lechenya pri nekroticheskom enterite) 


Y. A. Nou 
Medical Institute, Moscow, U.S.S.R. 
Khirurgiya 8:53-56, 1945 


The symptomatology of necrotic 
enteritis is as follows: acute onset, se- 
vere abdominal pains, mainly around 
the umbilicus, vomiting, sometimes 
dyspnea. A diarrhea is usually pres- 
ent in the first 2 days of the disease. 
Blood is sometimes seen in the stools. 
Later constipation develops. Signs of 
general intoxication, adynamia, slight 
fever reaction, and weakening of the 
muscular defense of the abdomen de- 
velop rapidly. Subcutaneous hemor- 
rhages may be present. There is a 
neutrophil hyperleukocytosis and a 


rapid sedimentation rate. If the pains 
are localized, the condition may be 
mistaken for acute appendicitis. The 
treatment consisted of sulfonamide- 
therapy. In some cases a laparotomy 
with introduction of sulfonamide 
drugs into the peritoneal cavity was 
performed. Three cases were treated 
surgically (resection of the affected 
part of the intestine). Examination 
showed a necrosis of the mucosa, 
swelling, hemorrhages, leukocytic in- 
filtration of the submucosa and mus- 
cularis. Both patients recovered. _ 


ll 
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MALIGNANT TUMORS OF THE SMALL BOWEL 


J. M. Emmetr and M. S. DreyFuss 
Clifton Forge, Va. 
Ann. Surg. 123:859-65, May 1946 


Two cases of carcinoma of the small 
bowel, one in a 33-year-old woman 
and the other in a 66-year-old male, 
are reported. 

Carcinoma of the small intestine 
metastasizes early, into the regional 
lymph nodes, liver, pancreas, retro- 
peritoneal lymph nodes, lungs, and 
bones, in this order.. Eighty per cent 
of the cases show principally cramps, 
epigastric distress, bloating and short 
recurring episodes of obstruction. The 
average duration of symptoms is about 
6 months. 

The most important single diag- 
nostic method is the roentgenologic 


31. Appendix 


examination of the small bowel. This 
is difficult and the lesion may not be 
demonstrated. 

There is a very high operative mor- 
tality. Nevertheless, resection, with 
anastomosis, is indicated even in the 
presence of metastases because of the 
temporary relief from an ulcerated 
bleeding lesion and obstruction. Post- 
operative radiation has not shown any 
remarkable results. Not more than 
5 per cent of the patients survive after 
5 years. In this series, the woman 
made an uneventful recovery whereas 
the man died six months later. 9 ref- 
erences. 6 figures. 


APPENDICITIS IN CHILDREN 


J. Norris 
Los Angeles, Calif. 
West J. Surg. 54:183-92, May 1946 


In a review of 1000 cases of ap- 
pendicitis in patients four months to 
sixteen and one-half years of age, de- 
lay in hospitalization was the greatest 
cause of mortality and morbidity, and 
delay in diagnosis after hospitalization 


_ was a factor in increasing the fatalities. 


Delay in operative treatment con- 
tributed to increased mortality, while 
sulfonamide drugs have done more 
than any other single factor to reduce 
it. The main complaints in order of 
frequency were: lower right quadrant 
tenderness in 987; abdominal pain, 
949; nausea or vomiting, 857; fever, 
708; muscle rigidity, 681; constipa- 
tion, 131; diarrhea, 90; chills, 18; 


headache, 17; malaise, 11; sore 
throat, 11; blood in stools, 9; urin- 
ary frequency, 9; dysuria, 9; dizzi- 
ness, 5; fainting, 4; weakness and 
nervousness, 4; pain in right leg, 1. 
The average temperature on admis- 
sion was 100.7 F.; average leukocyto- 
sis 16,700. The average mortality was 
3.2 per cent, with perforation in 10.76 
per cent; but between 1938 and 1944 
mortality was 5.26 per cent, and the 
average duration of symptoms was 
nearly four days. The author at- 
tributes the reduced mortality and 
morbidity in the series during: recent 
years to (1) earlier operation, (2) 
sulfa drugs (by eliminating fatal 
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pneumonia, the most common cause 
of death before 1939), (3) tubal de- 
compression of the gastro-intestinal 
tract, (4) parenteral infusions and 
transfusions, (5) substitution of the 
McBurney for the right rectus incision 
in drained cases. He does not con- 
sider the baneful influence of purga- 


tives and feeding in the preoperative 
period. During the last five years a 
delay period for preoperative prepara- 
tion and observation was used in about 
one-third of the patients without mor- 
tality but with increased incidence of 
complications. 


LUMBAR APPENDICITIS AND LUMBAR APPENDECTOMY 


W. Wayne Bascock 
Philadelphia, Pa. 
Surg., Gynec. & Obst. 82:414-16, April 1946 


. The author describes a new appen- 
diceal syndrome in which, from an 
inflamed retrocecal appendix, bacteria 
pass through the underlying thin lay- 
er of peritoneum, with resulting 
phlegmon in the poorly resisting tela 
subserosa, with a characteristic group 
of symptoms referred to the loin, 
thigh, scrotum and urinary tract, 
while the appendiceal inflammation 
resolves. The attack begins with epi- 


gastric distress, nausea, moderate fe- ° 


ver and leukocytosis, followed by ten- 
derness and rigidity of the right lum- 
bar muscles above the iliac crest, with 
pain and tenderness over-the anterior 
right thigh, scrotum or labium from 
irritation of the genito-femoral nerve; 
or of the lateral.surface of the thigh, 
lower anterior, or medial surface of 
thigh or knee (lateral femoral cutan- 
eous, femoral or obturator nerve). 
The adjacent inflammation may also 
lead to ureteral colic, vesical irrita- 


. bility and hematuria. Roentgen ex- 


amination may show lumbar scoliosis 
and later blurring of the margins of 
the right psoas muscle? 

In the past these patients have had 
a lumbar incision with diagnosis of 
perinephritic abscess, or an abdominal 
appendectomy with perhaps later 
drainage of what was mistakenly con- 
sidered to be a localized intraperito- 
neal abscess. The advised operation 
is evacuation of the puriform and ne- 
crotic material through an oblique in- 
cision beginning at the right iliac crest, | 
with exposure and opening of the peri- 
toneum posterior to or just below the 
cecum, the appendix being withdrawn, . 
the mesoappendix divided: and li- 
gated, the appendix ligated and divid- 
ed at its base and the peritoneum 
closed and the wound drained. Lum- 
bar appendectomy is not difficult, and 
both the abscess and appendix are > 
eliminated in a single operation. A 
typical case is described. 
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GANGRENOUS SUPPURATIVE APPENDICITIS: FORTY-EIGHT 
CONSECUTIVE CASES WITH REMOVAL OF THE 
APPBNDIX AND COMPLETE CLOSURE OF 
THE WOUND, WITHOUT A DEATH 


E. Dunspar NEWELL 
Chattanooga, Tenn. 
Ann. Surg. 123:900-901, May 1946 


Forty-eight cases of acute suppura- 
tive appendicitis with free pus in the 
peritoneal cavity were operated upon 
with no deaths. In all cases 5 Gm. of 
sulfanilamide powder were placed in 
the peritoneal cavity around the cecum 
and in the area where the appendix 
was removed. In 11 of the 48 cases 
penicillin was used in large doses. In 
1 case the penicillin was introduced 
into the peritoneal cavity with sec- 
ondary intense adhesions, intestinal 
obstruction and secondary operation. 
Whole blood transfusions were given 
often. No food was given orally for 
three days. The appendix was re- 
moved even from an abscessed wall. 


32. Colon and Rectum 


In | case drainage was used at the pa- 
tient’s request, and a second developed 
a residual abscess, requiring drainage. 
In 47 cases the wound was closed com- 
pletely, in layers. In 5 cases the dura- 
tion of attack before operation was 
four to six days, but most of the pa- 
tients were operated upon the third 
day of the attack. 


[Sulfanilamide has proved inactive in 
the presence of pus, and the unaided peri- 
toneum may sterilize and remove consider- 
able quantities of purulent liquid. One 
editor considers the absence of violent pre- 
operative purgation in recent years an im- 
portant factor in lowering mortality.—Eb. ] 


ALUMINUM HYDROXIDE GEL FOR EROSIONS IN PATIENTS 
WITH BOWEL FISTULAS 


M. H. F. FrrepMan 
Jefferson Medical College, Philadelphia, Pa. 
J. A. M. A. 131:520-22, June 8, 1946 


After verifying in a series of more 
than 50 dogs, equipped with either 
gastric fistulas or gastric pouches, that 
colloidal aluminum hydroxide pre- 
vents the frequently noted serious di- 
gestion of skin and underlying tissues 
by the draining gastric juice, it was 


thought that similar treatment might - 


benefit dogs with excoriation and ul- 
cers due to leakage from intestinal 


fistulas. 


Encouraging results were obtained 
in 20 dogs having more or less exten- 
sive destruction of the skin and un- 
derlying tissues in the vicinity of duo- 
denal and jejunal fistulas. Gratify- 
ing results were obtained also on 23 
patients with ileostomy or colostomy. 
The aluminum hydroxide was applied 
in the form of a thick paste obtained 
from the commercial preparation by 
evaporation or centrifugation. 
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RESTORATION OF CONTINUITY AFTER RESECTION OF 
THE RECTUM 


Howarp ManornerR 
New Orleans, La. 
Ann. Surg. 123:866-76, May 1946 


Almost all of the rectum may be 
removed, and continuity reestablished 
transabdominally. Twenty resections 
of the rectosigmoid and rectum for 
carcinoma are reported. These were 
done in one stage without preliminary 
colostomy. In 13 patients, attempts 
were made to reestablish normal posi- 
tional continuity of the bowel; after 
resection of the rectum, an anastomo- 
sis was made by one of several means 
and in one instance, after complete re- 
section, the sigmoid was replaced 
through the sphincter. Two of the 20 
patients died. Continuity was not at- 
tained in 3 patients although they re- 
covered with permanent colostomy. 

Resection was done by the technic 
of Dixon. When the growth was as 
high as 8 cm. above the external anal 
outlet, it was removed and the rectum 
reconstructed transabdominally. This 
has promise of being the operation of 
choice for most rectal cancers. 

An operation is described for com- 
bined abdomino-ischial resection done 
satisfactorily in 5 patients for low rec- 
tal growths. In the first 3 cases, the 
rectum was mobilized in the abdomen 
after ligation of the superior hemor- 
roidal artery. The abdominal wound 
was closed and the patient turned. 
The rectum was delivered through a 
midline wound posteriorly, the growth 
segment of the bowel was removed, 
and the sigmoid was anastomosed to 
the stump of the rectum. Sloughing 


of the rectum in all cases required 
permanent abdominal colostomies. 


In the next 2 patients the rectum 
was mobilized as before but the su- 
perior hemorrhoidal artery was not 
ligated. The sigmoid and descending 
colon were mobilized. The peritone- 
um in the mesosigmoid was cut. The 
rectum and sigmoid were pushed into 
the pelvis and the peritoneum was 
sutured over it. The abdominal wall 
was closed and the patient turned. An 
incision was made from the tip of the 
sacrum down over the ischiorectal 
space and ending anterior to the anus, 
midway between the tuberosity of the 
ischium and the anus. The rectum 
was delivered by disarticulating the 
coccyx and incising the presacral fas- 
cia, and the segment was transected 
above the anal canal. The sigmoid 
was approximated to the rectal stump. 
The blood supply was ligated at that 
level. In this resection the regional 
nodes are removed and little damage 
is done to the sphincter. Its limita- 
tion is the restricted removal close 
to the growth in the lower areas. 19 
references. 7 figures. 


[The technical difficulties of this pro- 
cedure have been surmounted in the past. 
The importance of any method of treating 
cancer lies in its effectiveness in permanent 
relief of the disease. Careful end result 
studies following any treatment establish its 
worth. These will be welcomed after a 
lapse of time.—Epb. ] 
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THE RETROGRADE LYMPHATIC SPREAD OF CARCINOMA. 
OF THE RECTOSIGMOID REGION 


P. Gover and Joun M. WaucuH 
Rochester, Minn. 
Surg., Gynec. & Obst. 82:434-48, April 1946 ’ 


To avoid the detriments, psycho- 
logic and anatomic, of a permanent 
artificial anus, following the removal 
of cancer of the rectosigmoid, a study 
was made of the retrograde lymphatic 
spread. Of the three modes of spread, 
namely: local extension, venous, and 
lymphatic, the local spread is most 
prevalent in carcinoma of the recto- 
sigmoid. It takes six months for car- 
cinoma to travel approximately a 
quarter of the way around the lumen 
and eighteen months for it to travel 
to the serosal covering of the bowel. 

In 100 cases of adenocarcinoma of 
the rectum, rectosigmoid or the lower 
part of'the sigmoid, 99 were ulcera- 
tive and 1 was polypoid. No spread 
distal to the lower mucosal level was 
found in 64 patients, while in 36 there 
was distal spread. Of the 36 cases, 3 
had a nodal involvement greater than 
a 2 cm. retrograde.extension, and 
which seemed to be caused by a block 
of the upper lymph channels with car- 
cinomatous cells, and a resulting 
downward spread seeking the course 
of least resistance. 

Because of only a 1 per cent inci- 
dence of retrograde lymphatic spread, 
and because carcinoma of the rectum 
is primarily a low grade malignancy, 
the lower part of the rectum should 


be preserved, thus retaining normal 


sphincteric control after surgical re- 
moval of the cancer. The bowel must 


be sectioned at least 2 cm. below the’ 


lower palpable edge of the lesion. 


REFERENCES TO CURRENT ARTICLES 

Restoration of Continuity Versus Cure in 
Carcinoma of the Rectum. Arthur W. 
Allen, Surg., Gynec. & Obst. 82:490- 
91, April 1946. In those cases of car- 
cinoma of the rectum, with metastases 
to liver at the time of operation, restora- 
tion of continuity is justifiable. In de- 
ciding the proper operation for malig- 
nant disease, we must place cure as our 
primary obligation. When the carcino- 
ma is limited to a resectable area, sur- 
gical judgment should be based on (1) 
greatest chance for cure, (2) decreasing 
the immediate hazard, and (3) decreas- 
ing morbidity from poor sphincter con- 
trol or fistula formation. [This short 
statement is important and should receive 
the thoughtful attention of those who 
balance sphincter control against colos- 
tomy and an attempt at cure of a dis- 
ease in which the cure rate with any 
form of treatment is not high enough. 
—Eb.] 

Closure of Colostomies. Philip $. Foisie 
(Lt. Col,, M.C., A.U.S.). New Eng- 
land J. Med, 234:464-68, April 4, 
1946. 

Carcinoma of the Colon. W. A. D. Adam- 
son, Royal Infirmary, Edinburgh, Scot- 
land. Practitioner 156:419-24, June 
1946. 
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33. Intestinal Obstruction 


REFERENCES TO CURRENT ARTICLES 


Meckel’s Diverticulum: with Report of a 
Case of Intussusception Due to Its In- 
vagination. Warren G. Atwood, Fall 
River, Mass. New England J. Med. 
234-329-31, March 7, 1946. A case 
of intussusception, as a result of inver- 
sion of a Meckel’s diverticulum in a 7- 
year-old boy, is reported together with a 


34. Anus 


summary of the complications of Meck- 
el’s diverticulum and a discussion of the 
ways in which this congenital anomaly 
can produce intestinal obstruction. The — 
fatal termination of the case reported was 
due to a delay of about fifty-four hours 
between the time of onset and operation. 


23 references. 2 tables. 1 figure. 


FURTHER OBSERVATIONS UPON IMPERFORATE ANUS 


Rosert L. Ruopes 
Augusta, Ga. 
Ann. Surg. 123:877-85, May 1946 


Imperforate anus occurs in about 1 
in every 5000 babies born. A colosto- 
my should not be done unless other 
methods fail. If a colostomy is need- 
ed, it should be established high in the 
sigmoid. Infants should be handled 
as follows: (1) they should be given 


- time to develop all they can, encour- 


aged by giving water and feeding nor- 
mally; (2) repeated fluoroscopy or 
roentgenograms with the baby on its 
side and the knees flexed against the 
abdomen will show the terminal 
bowel at its lowest point; (3) finger 
pressure in the perineum towards the 
terminal bowel will reveal the dis- 
tance to be tovered; (4) a small inci- 
sion permits the finger to bore its way 
to the bowel; (5) place the incision in 


the sphincter area and try to cut it in 
only one place; (6) free the bowel 
with the finger, put traction on its 
lowest point with a clamp and free it; 
(7) if the bowel can be brought out, 
open it and ‘suture to the skin, and if 
only part way, anchor it to the mus- 
cles, open the end, and suture the mu- 
cosa to the skin; (8) dilate these cases 
weekly for about 1 year; (9) no anes- 
thesia is needed during the first week. - 
Four illustrative cases are de- 
scribed. 1 reference. 4 figures. 


REFERENCES TO CURRENT ARTICLES 

Submucous Hemorrhoidectomy, a Modifi- 
cation of the Calman Method. Edwin 
Mendelssohn, Northern Liberties and 
Jewish Hospitals, Philadelphia, Pa. Am. 
J. Surg. 71:676-80, May 1946. 
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35. Liver and Biliary Tract 


INDICATIONS FOR AND VALUE OF 
CHOLEDOCHODUODENOSTOMY 


R. L. SANDERs 
Memphis, Tenn. 
Ann. Surg. 123:847-58, May 1946 


Choledochoduodenostomy with lat- 
eral anastomosis is decidedly the oper- 
ation of choice when the duct is dis- 
tended and the distal end is partially 
or wholly strictured or may become 
so, or is obstructed by a mass. Cho- 
ledochostomy, even with dilation of 
the duodenal outlet is likely to be in- 
adequate. On the other hand, imme- 
diate anastomosis will prevent too 
rapid decompression of the ducts, pro- 
vide ample drainage, and prevent fur- 
ther obstruction to the flow of bile. 

This operation was performed in 
22 cases, and hepatico-duodenostomy 


in 3 cases. Nineteen were for obstruc- 
tion by stones, stricture or pancreat- 


itis, or for injury of the ducts. Two. 
were for carcinoma of the pancreas 


and two for carcinoma of the ducts, 
while in 2 cases the lesion was either 
a cancer of the pancreas or a severe 
pancreatitis. Operative mortality oc- 
curred in 2 cases, and 7 cases (4 with 
malignancies) died later. The other 
cases have remained entirely well. 
The necessity for the use of every 
precaution in operations involving 
the gallbladder and ducts is stressed. 
4 references. 2 tables. 4 figures. 


HEMORRHAGE FROM THE GALL BLADDER 


Perry B. Hupson and Peer P. JoHnson 
Beverly Hospital, Beverly, Mass. 
New England J. Med. 234:438-40, March 28, 1946 


Four cases of hemorrhage into or 
from the gall bladder, are presented, 
with a review of the literature and dis- 
cussion of the significance of hemor- 
rhage into the gastro-intestinal tract in 
cases of cholecystitis, as indicated by 
routine examination of the stools. 

- An outline of some of the collected 
cases includes: Naunyn’s first report 
(1892) of 3 cases of ruptured arterial 
aneurysms causing massive hemor- 
rhage into the gall bladder; Hugue- 
in’s case (1903) resulting from a 
common duct carcinoma; .Heusser’s 
report (1925) of a 47-year-old man, 
with cholelithiasis and massive intra- 
luminal hemorrhage; Fiessinger et al 


(1938) described a 4-year-old child’s 
massive idiopathic bleeding into a 
noninfected, noncalculous gall blad- 
der; Meyer-May’s case (1939) of an 
enormous hemorrhage into the gall 
bladder, following trauma received in 
a football game. 

In many anemic patients, little at- 
tention is directed to, the biliary sys- 
tem. Many cases of cholelithiasis 
have blood in the stool. The authors, 
in reviewing 100 consecutive cases of 
cholelithiasis brought to operation, 
found a 13 per cent incidence of mel- 
ena.and an 8 per cent incidence in 100 
cases of noncalculous gall bladder dis- 
ease wherein operation was done. 
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The cases reported include 1 of 
hemangioendothelial sarcoma of the 
gall bladder and 3 cases of idiopathic 
hematocholecysts. It is suggested 


that the sclerotic changes found in the 


vessels of the gall bladder walls, in 
the latter 3 cases, are the underlying 
cause of the hemorrhages, instead of 
mechanical erosion of these vessels by 
the stones. 12 references. ; 


A NEW TYPE OF T-TUBE FOR SURGERY OF THE BILIARY 
TRACT 
RicHarD B. 


Lahey Clinic, Boston, Mass. 
Lahey Clin. Bull. 4:197-204, January 1946 


The common bile duct is explored 
in 40 per cent of all patients operated 
upon for gallbladder disease and a T- 
tube is placed in the common duct in 
all cases that are explored. Because 
of many instances in which the usual 
T-tube with the 4 inch horizontal 
limb was not satisfactory a new type 
T-tube with a 12 inch horizontal limb 
was devised. 

Uses of the new type T-tube are as 
follows: (1) repair of benign stric- 
tures, (2) fibrosis of the Ampulla of 
Vater, (3) recurrent common duct 
stone, (4) resection for duodenal ul- 
cer in the second portion of the duo- 
denum, (5) malignancy of the extra- 
biliary ducts, (6) anastomosis of the 
duct of Wirsung. 

The long-limbed T-tube may be 
placed in the hepatic duct, and into 
the duodenum. Because of the long 
limb, recurrent attacks of cholangitis 
due to regurgitation of duodenal con- 
tents are usually prevented, also slip- 
ping of the tube into the duodenum 
is usually eliminated. 


REFERENCES TO CURRENT ARTICLES 


Adenocarcinoma of the Common Bile Duct 
with Resection, Anastomosis of the He- 
patic Duct to the Cystic Duct and Cho- 
lecystogastrostomy. Charles E. Jack- 
son and Harold D. Caylor, Caylor- 


Nickel Clinic, Bluffton, Ind. Am. J. 
Surg. 71:696-701, May 1946. In a 
patient with a cancer of the common 
duct the cystic duct was anastomosed to 
the hepatic duct using No. 0 chromic 
interrupted sutures on an atraumatic 
needle. A small catheter was inserted 
from the liver*through the stump of the 
hepatic duct up through the gallbladder 
and out of the fundus. The gallblad- 
der was then attached to the anterior 
surface of the stomach in an ordinary 
cholecystogastrostomy. 

Pyogenic Liver Abscess: Review of the 
Literature and Report of ‘a Case Suc- 
cessfully treated by operation and Peni- 
cillin. J. Edward Flynn (Lt. Col., 
M.C., A.U.S.). New England J. Med. 
234:403-407, March 21, 1946. . The 
review covers etiology, bacteriology, 
pathogenesis and pathology, symptoms 
and signs, laboratory data, differential 
diagnosis, prognosis and treatment of 
pyogenic abscesses of the liver, follow- 
ing which is reported a case of multiple 
pyogenic abscesses of the liver, due to 
microaerophilic, nonhemolytic  strepto- 
cocci, cultured both from a liver abscess 
and aspirated gallbladder bile, for which 
no demonstrable focus of infection was 
found. ‘The patient recovered follow- 
ing exploratory laparotomy during which 
a cholecystostomy was done, and a 
course of 20,000 units of penicillin given 
every three hours for three weeks post- 
operatively. ‘The patient is well one and 

- one-half years after operation. No simi- 
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lar case has been reported. 54 refer- 
ences. 


The Surgical Treatment of Acute Cho- 


lecystitis. . Frank Glenn, New York, 
N. Y. Bull. New York Acad. Med. 
22:284-91, June 1946. In 527 cases 
of acute cholecystitis operated at the 
New York Hospital from Sept. 1, 1932 
to Sept. 1, 1945, cholecystectomy was 
done in 460 cases and cholecystotomy in 
67 cases. There were 13 deaths, a 
mortality of 2.46 per cent.. The mor- 
tality was higher in patients over 50 
years of age, with 9 deaths in 175 cases 
(5.14 per cent). Cholecystectomy is 
the treatment of choice in acute cho- 
lecystitis. Cholecystostomy is indicated 
in debilitated patients or those very ill; 
in cases of gangrene and perforation 
with generalized peritonitis; and in some 
cases of perforation with localized peri- 
tonitis or abscess formation. Common 
duct exploration is indicated only in cases 
with unequivocal indication of common 
duct obstruction; it was done in 47 cases 
in this series and stones removed in 29 
of these cases (61.7 per cent). 5 tables. 


Treatment of Chronic Cholecystitis with 


and without Stone: Indications and Con- 
traindications for Choledochostomy. 
Frederic W. Bancroft, New York, N. 


- Y. Bull. New York Acad. Med. 22: 


292-305, June 1946. Operation is in- 
dicated in cases of gallstones; and the 
author is of the opinion that when no 
stones are present, exploratory operation 
is justified if pain in the right upper 
quadrant is persistent for at least two 
years and there is localized tenderness. 
If the gallbladder shows ,thickening of 


the walls and empties poorly on com- 
pression, cholecystectomy is justified, 
The author has explored the common 
duct in 17 per cent of cholecystectomies 
and found no calculi in 10 per cent. He 
is of the opinion that there is at present 
a tendency to explore the common duct 
too frequently, and that this should be 
done only when there are definite signs 
of common duct obstruction. 3 tables. 
8 figures. 


Hemostasis of Wounds of the Liver. B. P. 


Levitski. Am. Rev. Soviet Med. 3:336- 
38, April 1946. A method of hemo- 
stasis for liver wounds too large for su- 
ture is described, First, a large gauze 
tampon is inserted into the wound for 
about five minutes; this becomes soaked 
with blood that decomposes, exerting a 
hemostatic effect. During this time co- 
agulated blood plasma (citrated plasma 
with 5 per cent calcium chloride) is pre- 
pared, and the clot transferred to a piece 
of gauze to form a tampon-plug. After 
removal of the large gauze tampon from 
the wound, another such tampon is in- 
serted for a few minutes; then this is 
replaced by the plasma clot tampon plug; 
this may be held in place for three to six 
minutes with a gauze compress. The 
wound and adjacent liver tissue is cov- 
ered with a very thin fibrin film placed 
on gauze, to control bleeding from the 
edges of the wound. Plasma for coagu- 
lation should not be kept at a tempera- 
ture over 20 to 22 C. 


Re-Formed Gallbladder: A Review of 42 


Cases. F. R. Peterson. J. Iowa M. Soc. 
36:134-38, April 1946. 
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36. Pancreas 


CHRONIC RELAPSING PANCREATITIS: A STUDY OF 
TWENTY-NINE CASES WITHOUT ASSOCIATED 
DISEASE OF THE BILIARY OR GASTRO- 
INTESTINAL TRACT 


Manprep W. Comrort, E. GAMBILL and ArcHIE H. BaGGcEeNnoss 
Mayo Clinic, Rochester, Minn. 


Chronic relapsing pancreatitis is a 
fairly common disease in which one 
or more of three distinctive sequelae 
(calcification, diabetes and _steator- 
rhea) have developed. A series of 29 
cases of chronic pancreatitis unassoci- 
ated with any other abdominal disease 
is presented. In all cases the disease 


had an essential sameness whether the » 


pathologic picture was that of ede- 
ma, hemorrhagic neurosis, or fibrosis. 

The manifestations were vigorous 
and sometimes violent. There were 
recurring attacks of usually severe and 
long-standing upper abdominal pain, 
disturbances of function of the acinar 
and islet cells, and certain sequelae. 
The pancreas tended to enlarge, pro- 
ducing (1) obstruction of the common 
duct, with jaundice, hepatitis, disten- 
tion of the gallbladder, and secondary 
cholecystitis, (2) obstruction of the 


Gastroenterology 6:239-85, April 1946 


duodenum, with gastric dilatation and 
retention vomiting, and (3) obstruc- 
tion of the splenic and superior mesen- 
teric veins, with splenomegaly and 
perhaps gross gastro-intestinal hemor- 
rhage. Neighboring organs were of- 
ten affected. The process usually re- 
mained active until neurosis, gross 
gastro-intestinal hemorrhage, or inter- 
current disease terminated its course. 
In the cases presented, the disease is 
seen in its several degrees of severity, 
from temporary disturbances of func- 
tion to extensive anatomic destruction 
with permanent disturbance of func- 
tion and widespread calcification. In 
many of these cases the patient be- 
came symptom-free after abdominal 
exploration and surgery. The surgical 
procedures employed varied with the 
cause. 18 figures. 


PANCREATIC HETEROTOPIA 


Jorce J. De Casrro Barposa, Matcotm B. Dockerty and WauGuH 
Rochester, Minn. 
Surg., Gynec. & Obst. 82:527-42, May 1946 


Because | case in every 500 op- 
erations in the upper abdominal re- 
gion has pancreatic tissue in an aber- 
rant location without connection with 
the main pancreas, and because it may 
be the source of considerable trouble, 
both clinically and mechanically, one 


must keep this condition in mind. It is 
found more frequently in males, with 
a ratio of 3-1, and its most common 
location is in the submucosa of the 
stomach, duodenum and jejunum. 
Histologically, heterotopic pancreatic 
tissue is frequently the same as that of 
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the pancreas itself. Clinically, hypo- 
glycemia and hyperinsulinism have 
been observed in association with het- 
erotopic pancreatic tissue presenting 
both benign and malignant change in 
its insular portion. The symptoms 
produced are generally similar to 
those of gastroduodenal lesions: 
namely, symptoms of gastric ulcer, 
pyloric obstruction, cholecystitis, ob- 
struction of the common duct, and 
chronic or acute appendicitis. At the 
time of operation a frozen section 
should be made, and if a pathologic 
diagnosis of heterotopic pancreatic tis- 
sue is made, simple excision should be 
done. 


REFERENCES TO CURRENT ARTICLES 
Experiences in Subtotal Resection of the 


37. Spleen 


REFERENCES TO CURRENT ARTICLES 
Multiple Peritoneal Autotransplantation of 
Splenic ‘Tissue Following ‘Traumatic 
Rupture of the Spleen. Report of a Case 
in an Adult. Richey L. Waugh, United 
States Marine Hospital, Boston, Mass. 
New England J. Med. 234:621-25, 
May 8, 1946. This is the first report of 
peritoneal autotransplantation of splenic 
tissue, following rupture of the spleen, 
to have occurred in an adult. The pa- 
tient, a housewife, aged 37, had a splen- 
ectomy following rupture of the spleen 


Pancreas in Hypoglycemia. Vernon C., 
David and Leo K. Campbell, Presby- 
terian Hospital, and University of Illi- 
nois College of Medicine, Chicago, Ill. 
Ann. Surg. 123:836-46, May 1946. In 
patients with symptoms of serious hypo- 
glycemia, where surgical intervention is 
indicated and upon careful examination 
of the pancreas at operation no pathology 
is found, it appears indicated to under- 
take a massive resection of the pangreas 
at that time. “Thirty-six patients in this 
category were so treated with 23 re- 
coveries from their symptoms, and 2 
deaths. In 5 patients the resected pan- 
creas showed no pathology, and 15 of 
these patients apparently were cured. 
Large doses of alloxan failed to change 
the course of the hypoglycemic state in 
1 patient. Two illustrative case reports 
are described. 8 references. 4 tables. 


in an automobile accident 5 years before 
her present admission for hysterectomy. 
In the latter operation there were found, 
scattered over the serous surfaces of sev- 
eral loops of small bowel and the cecum, 
many small reddish nodules varying in 
size from a pinhead to a small pea. The 
total number of nodules visualized in the 
limited abdominal exposure was about 
10, 2 of which were removed for his- 
tologic examination. 21 references. 1! 


table. 2 figures. 
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38. Genitourinary Surgery 


CANCEROUS AND PRECANCEROUS LESIONS OF THE PENIS: 
A CLINICAL AND PATHOLOGICAL STUDY BASED 
ON TWENTY-THREE CASES 


M. M. Me icow and E, J. GANEM 
New York, N. Y. 
J. Urol. 55:486-514, May 1946 


The delay in diagnosing penile 
cancer is due to the lesion being hid- 
den in the angles of the coronal sulcus 
within a tightly enclosed prepucial 
cavity. Its incidence is limited almost 
entirely to the uncircumcized and 
therefore excision of the prepuce will 
prevent one type of cancer. Surgeons 
are reluctant to invoke the usual radi- 
cal procedures utilized elsewhere in 
the body, although inguinal adenop- 
athy was found in 50 to 80 per cent 
of reported cases. 

The management of penile cancer 
involves prompt and adequate remov- 
al of the primary site and excision of 
the inguinal lymphatics and lymph 
glands. The new chemotherapeutic 
and biologic agents should reduce sep- 
sis and operative mortality. The inci- 
dence at Squier Urologic Clinic ap- 
proximated 1 in every 1000 admis- 
sions. Because of early circumcision, 
the disease is almost unknown among 
Jews. Patients are usually between 40 
and 70 years of age. 

Phimosis and retention of smegma 
acting as mechanical and chemical ir- 
ritants predispose to the development 
of cancer. Decomposed smegma may 
act like carcinogenic hydrocarbons in- 
itiating changes leading to neoplasia. 
Syphilis appears to hasten the onset 
of the malignant process. Any recent 
circumsion scar which fails to heal and 
shows repeated crust formation should 


be biopsied. 


In 19 cases reviewed, the duration 
prior to operation varied from two 
months to five years. Delay in appro- 
priate therapy was found due to inade- 
quate treatment, unfamiliarity with 
the serious nature of penile ulcerative 
or papillary growths, lack of patient’s 
intelligence and the unawareness of 
the lesion’s presence. 

The usual penile cancer is a squam- 
ous cell epithelioma found on the 
glands or in the coronal sulcus. The 
majority of penile neoplasms appear 
as papillary excresence or as an in- 
duration which ulcerates. This latter 
type may be mistaken for a chancre. 
The precancerous lesions, leukopla- 
kia, erythroplasia, Paget’s disease, and 
Bowen’s disease are differentiated. 

Symptoms depend on the stage of 
development of the disease. Early, a 
painless papillary growth or ulceration 
on the prepuce, glans or at the corona 
may be observed, which proves refrac- 
tory to treatment. Later some bleed- 
ing or purulent discharge from the 
superimposed infection may develop. 
Inguinal adenopathy is usually pres- 
ent; its absence does not rule out me- 
tastasis. 

The diagnosis of penile cancer 
should be established by biopsy. 
Treatment must be suited to the indi- 
vidual patient and may vary from a 
circumcision to a radical amputation 
of the penis, with dissection of the 
lymph glands, with the transplanta- 
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tion of the urethra into the perineum, 
and varying combinations of irradia- 
tion and surgery. . 

A block dissection of the fat and 
glands of the groin, together with that 
of the pubic region and upper portion 
of the thigh and the lymphatics along 


the base of the penis, including that 
part of the penis to be amputated, is 
described. Metastasis to the penis is 
rare. The earlier the cancer is re- 
sected, the better prognosis for com- 
plete eradication. 


PLASTIC OPERATIONS FOR HYDRONEPHROSIS 


Wa Scorr 
University of Chicago Clinics, Chicago, III. 
S. Clin. North America 26:512-18, April 1946 


Emphasis is placed on the desira- 
bility of a plastic operation rather than 
nephrectomy in hydronephrosis be- 
cause of ureteropelvic obstruction. Se- 
lection of patient as well as the type 
of pelvioureteroplasty are necessary 
to obtain a good functioning kidney 
free from infection and free from ob- 
structing symptoms. The author re- 
views the different plastic procedures 
including the end to end anastomosis 
of pelvis to ureter, of the transverse 
suture of a longitudinal incision to the 
ureteropelvic junction, von Lichten- 
berg’s continuous side to side anasto- 
mosis of pelvis to ureter and the Y 
plasty as modified by Foley. 

Obstructions producing hydrone- 
phrosis are of two types, those due to 
extrinsic and to intrinsic causes. Ex- 
trinsic obstruction causes include ab- 


errant vessels, fibrous bands, tumors 
and stones. Intrinsic obstruction 
amounts to stricture caused by con- 
genital malformation or secondary to 
inflammation. 

Failure of plastic procedures rests 
on improper selection of cases rather 
than on the procedure. Simple stric- 
ture may be treated by longitudinal 
incision with transverse closure. A 
splinting catheter as well as a catheter 
to drain the pelvis are universally 
used. The Foley Y plasty procedure 
overcomes both obstructing factors; 
namely, stricture and high ureteral 
insertion. Criteria for evaluation of 
operative results are: (1) relief of 
symptoms, (2) function improvement, 
(3) disappearance of infection, and 
(4) the disappearance of dilatation. 
9 references. 4 figures. 
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REPAIR OF HYPOSPADIAS AND URETHRAL FISTULA 


A. B. 
J. Urol. 52:237-43, August 1946 


A modification of the Bucknall op- 
eration for hypospadias without the 
use of scrotal skin for the new urethra 
is described. Hair growth and cal- 
culi development from the use of 
scrotal skin were objective faults of 
the Bucknall technic. In this opera- 
tion, the urethra is formed from the 
penile skin by making longitudinal 
flaps to form a tube and then burying 
the new formed urethra in the scro- 
tum. External urethrotomy for peri- 
neal drainage is performed to divert 
the urine. Emphasis is made of early 
or late hemorrhage following exter- 
nal urethrotomy which comes from 
the bulb but because blood passes 
through the urethra it may appear as 


if the bleeding comes from beneath 
the external skin flap or from the area 
between the penis and the scrotum. 
Complete stasis of blood must be se- 
cured at the time of perineal drainage. 
Success depends on perfect technic, 
complete diversion of urine, blood 
stasis, close approximation of tissues 
about the urethra, and snugly fit 
dressings to insure immobility. In or- 
der to insure no disturbance of the 
parts, dréssings are not changed. 

Penicillin and sulfa drugs are given 
prophylactically. Postoperative dila- 
tation of the urethra is not necessary. 
The application of this operation in 
repairing a urethra with multiple fis- 
tulae is described. 5 figures. 


DIAGNOSIS OF PERINEPHRIC ABSCESS 


Lioyp G. Lewis (Lt. Col., M.C., A.U.S.) 
Washington, D. C. 
S. Clin. North America 26:357-67, April 1946 


Early diagnosis of perinephric ab- 
scess is difficult because signs and 
symptoms of pulmonary disease may 
overshadow the condition and because 
of roentgenogram misinterpretation. 
An evaluation of all the findings and 
not reliance on roentgen ray alone will 
point to the diagnosis. Roentgeno- 
grams may reveal curvature of the 
spine to the affected side and oblitera- 
tion of the psoas muscle shadow. The 
only constant finding as noted by Ma- 
thé is fixation of the kidney. There- 
fore upright films should always be 
made. Pyelograms are difficult to in- 
terpret because of the compression of 
the kidney by a perineal mass necessi- 


tating ruling out of tumor or renal 
cyst. 

Urologic symptoms are absent. 
Psoas muscle spasm with elevation of 
temperature, respiration, pulse, and 
sedimentation rate are usually pres- 
ent. Dypsnea, signs of diaphragmatic 
irritation, atelectasis: or observations 
consistent with atypical pneumonia 
may be found. Pain referred to the 
chest may cause the patient to be ad- 
mitted to medical service. Backache, 
or severe pain at the costovertebral 
angle, is usually noted. Six patients 
are described to illustrate the difficulty 
in diagnosis. 
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TREATMENT OF CARCINOMA OF THE BLADDER FOR THE 
PAST FIVE YEARS WITH SPECIAL REFERENCE 
TO THE CLOSED METHOD OF TREATMENT 
A. MILNER 


Albany Medical School and Hospital, Albany, N. Y. 
J. Urol. 55:607-12, June 1946 


A series of 245 patients is described, 
including 180 males and 65 females 
of average age 62.9 years, with carci- 
noma of the bladder. Hematuria was 
the outstanding initial sign in 230 
cases. The diagnosis was proved in 
every case bi cystoscopic examination. 

The treatment of 229 patients was 
by the closed method, by transure- 
thral resection of the carcinoma down 
to and exposing the muscle wall of the 
bladder, and fulguration of the base. 


Epidermoid carcinomas were found in 
93 cases and papillary carcinomas in 
145 cases. 

The operative mortality was: total 
cystectomy, 1 case, in 3 operations; 
partial cystectomy, | case in 15 opera- 
tions; transurethral resection, 1 case 
in 225 operations. The last method 
has given cures in many patients up to 
three and four years. Early diagnosis 
is imperative. 3 tables. 1 figure. 


TRAUMA OF THE LOWER URINARY TRACT: 
A ROENTGENOLOGIC STUDY 


H. STEPHEN WEENS, Haro_tp NEwMaN and THomas J. FLoRENCE 
Grady Memorial Hospital, Emory University School of Medicine, Atlanta, Ga. 
New England J. Med. 234:357-64, March 14, 1946 


Seven cases of traumatic rupture of 
the bladder and posterior urethra are 
reported, with emphasis placed on the 
salient roentgenologic features of 
these cases because, in a recent analy- 
sis of a large series of similar cases, 
it was pointed out that retrograde 
cystograms showed extravasation in 
every case, but the chief difficulty en- 
countered was failure to interpret ac- 
curately the extent of extravasation. 
A number of roentgenologic signs are 
described which are helpful in dis- 
tinguishing between intraperitoneal 
and extraperitoneal injuries. Certain 
fallacies of excretory and retrograde 
cystograms are also discussed. It is 
. concluded that retrograde urethrocys- 
tography is a simple, safe and accurate 
method in the detection of trauma of 


the lower urinary tract if simple pre- 
cautions are taken to avoid sources of 
error. 7 references. 9 figures. 


REFERENCES TO CURRENT ARTICLES 
Postcaval Ureter with Description of a 
New Operation for its Relief. Oswald 
S. Lowsley, New York, N. Y. Surg., 
Gynec. & Obst. 82:549-56, May 1946. 
In the case reported, a man 44 years 
of age had symptoms of ureteral ob- 
struction for three weeks. Pyelouretero- 
grams showed hydronephrosis of the 
right kidney, with a right-angled kink 
in the ureter which was displaced nearly 
to the middle of the spinal column, find- 
ings characteristic of postcaval ureter. 
At operation nephrostomy with drainage 
was done; the ureter was found to pass 
under the vena cava. The lower end 
of the ureter was isolated and tied off at 
its insertion into the bladder; the ureter 
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was then drawn from underneath the 
vena cava, brought over the vessel and 
reimplanted into the superior-posterior 
wall of the bladder. The author con- 
siders this operation preferable to di- 
vision of the ureter ‘and anastomosis at 
a higher level. 18 references. 4 figures. 


Management in Prostatic Surgery with 


Special Reference to Operative Risk. R. 
Leslie Stewart, Edinburgh, Scotland. 
Edinburgh M. J. 53:97-109, March 
1946. When conditions permit, a one- 
stage prostatectomy is an eminently satis- 
factory operation which should show a 
very low mortality rate and complete 
and lasting cure of the ailment. The 
chief immediate risks after operation are 
hemorrhage, which can usually be con- 
trolled, and renal failure, which should 
rarely occur if the preoperative treatment 
is adequate. In advanced cases, should 
tidal drainage fail, there should be no 
delay in beginning intravenous therapy, 
using isotonic sodium. sulfate (42.85 
Gm. per liter) given in amounts of half 
a liter at a time. No patient should be 
subject to prostatectomy until he is able 
to be up and about in the ward, for his 
appearance in bed may be deceptive. 


The Pelvic Autonomic Nerves in the Male. 


Franklin L. Ashley and Barry J. Anson, 
Chicago, Ill. Surg., Gynec. & Obst. 82: 
598-608, May 1946. This is a descrip- 
tion of the pelvic autonomic nerves in 
the male; based on dissections made in 
a pre-arranged serial order. The most 
important of the autonomic nerves of 
the pelvis in the male are the sympathetic 
plexuses, which are parietal and do not 
immediately surround the organs. This 
study shows that, from the surgical 
standpoint, the sympathetic fibers may 
be transected by presacral neurectomy 
without injury to the parasympathetic 
fibers; also that the autonomic nerve 
supply to the pelvis in general is pro- 
tected from damage by urologic surgery; 
and that localized excision can be done 


- with relatively little interference with 


function. 16 references. 9 figures. 


Purpura-Like Diseases of Urinary Tract; 


Clinical and Etiological Studies in Con- 
nection with 10 Cases (Studien ueber 
purpuraahnliche Krankheiten der Harn- 
wege; Auf 10 Faellen basierende klin- 
isch-aetiologische Untersuchung). Matti 
Sulamaa. Acta. chir. Scandinav. 92:65- 
85, March 10, 1945. Six cases began 
as hematuria, which was followed by 
typical cystitis membranacea; three oth- 
ers were of the purpura simplex type and 
were quickly cured. One patient had 3 
relapses in ten years, 4 exhibited a con- 
current polyarthritis and 1 had a rheu- 
matic iritis. Diagnosis depended on blood 
analysis and a Rumpel-Leede test. Vita- 
min C administered parenterally in large 
doses showed an effect on the initial 
hemorrhagic diathesis, but had no effect 
during the phase of cystitis membran- 
acea. Removal of sources of focal in- 
fection seemed to help in some cases. In 
some cases with pain, denervation of the 
urinary bladder had to be considered. 
23 references. 2 tables. 


Translumbar Aortography: Its Diagnostic 


Value in Urology. A Keller Doss. J. 
Urol. 55: 594-606, June 1946. Aortog- 
raphy, chiefly of the renal arterial sys- 
tem, is discussed, and illustrative cases 
to demonstrate its clinical value are 
presented. Renal arteriography provides 
a visual estimation of renal function by 
demonstrating the condition of the arte- 
rial supply to the kidney. It is of little 
value in the diagnosis of renal squamous 
cell epithelioma, the papillary variety in- 
volving only the pelvis or that which in- 
filtrates the kidney parenchyma. It de- 
tects solitary cysts through changes in 
the arterial supply. ‘The involvement of 
the kidneys in the presence of retroperi- 
toneal tumors, the presence of splenic tu- 
mors, congenital or acquired renal ecto- 
pia, and renal duplication may be deter- 
mined. It is the procedure of choice for 
investigating unexplained hypertension. 
The superimposition of an aortogram on 
a retrograde pyeloureterogram deter- 
mines whether an aberrant vessel is the 
cause of a hydronephrosis. 4 references. 


16 figures. 
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39. Gynecologic Surgery 


; STUDIES ON EXOPHTHALMOS PRODUCED BY 
THY ROTROPIC HORMONE 
Brown M. Dosyns 
Rochester, Minn. 
aa Surg., Gynec. & Obst. 82:609-17, May 1946 


Antuitrin T and a crude thyrotropic 
hormone produced exophthalmos in 
thyroidectomized guinea pigs. Of the 
two preparations, antuitrin T pro- 
duced the most striking changes in the 


‘a orbit and elsewhere in the body. Al- 
i” teration in fat depots, such as deple- 
Beta tion and replacement by a more trans- 
xi lucent gelatinous material, and the in- 
= filtration of large numbers of tissue 
macrophages and polymorphonuclear 


leukocytes loaded with tiny fat drop- 

lets, were found. The liver, kidney, 

mee and skeletal and cardiac muscle and 

-_ also the epithelium of the bronchus, 

ureter and the ileum had large 

amounts of fat. Profound myasthenia 

was related to the appearance of fat 

in the skeletal muscle, which was 

rather pale and had a tendency to tear 
easily when stretched. 


REFERENCES TO CURRENT ARTICLES 


Uncomplicated Prolapse of the Ovary as a 
Cause of Acute Abdominal Pain. Robert 
N. Rutherford, Seattle, Wash. West. 
J. Surg. 54:193-97, May 1946. The 


REFERENCES TO CURRENT ARTICLES 
Arteriovenous Aneurysm Following Surgi- 
cal Operations. Daniel C. Elkin and 
Edward A. Banner (Capt., M.C., 
A.US.). J. A. M. A. 131:1117-19, 
Aug. 3, 1946. A case of arteriovenous 
aneurysm following hysterectomy is re- 


syndrome of uncomplicated acute pro- 
lapse of the normal ovary may be easily 


confused with an acute abdominal con-: 


dition. An abnormally long suspensory 
ligament may produce the prolapse, 
which results in a sudden attack of se- 
vere lower abdominal pain, usually in- 
definite in location, and colicky in nature. 
Anorexia, nausea and vomiting are com- 
mon, and frequently constipation or 
even obstipation is present. On examina- 
tion, diffuse lower abdominal tenderness 
is present, and pressure on the ovary 
elicits excruciating pain, which is greater 
on ovulation. A mild leukocytosis of 
12,000 to 15,000 is noted. Conservative 
therapy is the treatment of choice. 
Fiberglass Packs in Pelvic Surgery. Rhett 
G. McMahon and Francis U. Darby, 
Baton Rouge, La. New Orleans M. & 
S. J. 98:523-24, June 1946. Because 
fiberglass is an inorganic, nontoxic, non- 
sensitizing and chemically stable sub- 
stance which produces no harmful ef- 
fect upon human tissue, it is useful in 
all types of surgery requiring packing 
or walling off of the intestine, and 
decrease the incidence of postoperative 
adhesions. 


40. Vascular Surgery 


ported. The fact that this condition 
may follow surgical operation as well as 
other trauma is emphasized. A_ prob- 
able cause is injury to artery and vein 
by a needle passed for the purpose of 
transfixion and ligation. Traction pins, 
wires and other fixation devices for im- 
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mobilization of fractures should not be 
inserted near blood vessels. In the re- 
ported case, an arteriovenous aneurysm 
was discovered between the right uterine 


41. Arteries 


artery and vein five months after hys- 
terectomy with transfixion and ligation 
of these vessels. 9 references. 2 figures. 


BATTLE INJURIES OF THE ARTERIES IN WORLD WAR II: 
AN ANALYSIS OF 2,471 CASES 


E. DeBaxey (Col., M.C.) and Fiorrnpo A. Simeone (Lt. Col., M.C.) 
Ann. Surg. 123:534-79, April 1946 


Information as to war wounds of 
the arteries, with respect to incidence, 
types, location, morbidity, manage- 
ment, and factors influencing the out- 
come, is given for 2471 soldiers with 
fresh or acute wounds. There were 
1570 vascular injuries reported among 
163,980 battle casualties. Among 
3177 major amputations, 618 were 
the result of major arterial injuries. 
The brachial, tibial, femoral and pop- 
liteal arteries were most frequently 
involved. 

Ideal therapy to reestablish circula- 
tion of the limb must be done within 
six-to-eight hours. The time lapse in 
most battle injuries averaged over 
twelve hours. The site and type of 
the wound determined the procedure 
and result. Amputation varied from 
25 per cent in spasm to 70.5 per cent 
in thrombosis. The latter gave a high 
incidence of poor results. Infection 
was the least important limitation on 
therapy. The results of acute occlu- 
sion of major arteries have not been 
clearly established since statistics rep- 
resent both gangrene and aneurysm. 

Most vascular injuries were ligated, 
purely through necessity. Ligation of 
the concomitant vein furnished no ap- 
parent protection against gangrene, 
and was done very rarely. Wounds 
were treated in addition by suture, 
vein graft, and tube anastomosis. The 


outstanding immediate complication 
of vascular suture was hemorrhage. 
Tube anastomosis maintained circula- 
tion while collateral circulation was 
developing, but it had to be done 
early. Anticoagulant therapy had a 
limited application, since the time-lag 
was generally too great. Analysis of 
278 cases with sympathetic block or 
sympathectomy provided no evidence 
that this method had any value. Re- 
sults were occasionally good with fas- 
ciotomy. Refrigeration and oxygen 
therapy were not advisable. It seemed 
good practice to maintain the extrem- 
ity at heart level. 

Several complications later arose 
which necessitated operation. These 
included chiefly hemorrhage, rapid 
expansion of a tumor, pressure upen 
contiguous structures, infection, and 
local pain. 211 references. 2 tables. 
5 figures. 16 charts. 


REFERENCES TO CURRENT ARTICLES 
Cirsoid Aneurysm of the Scalp: Report of 
Four Cases. Daniel C. Elkin (Col., 
M.C., A.U.S.). Ashford General Hos- 
pital, White Sulphur Springs, W. Va. 
Ann. Surg. 123:591-600, April 1946. 
Four cases of cirsoid aneurysm of the 
scalp, encountered in the course of per- 
forming operations on about 470 an- 
eurysms and arteriovenous fistulae re- 
sulting from war wounds, are reported. 
The origin of these tumors was congeni- 
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tal telangiectases, nevi, or anigomas, on 
the face and scalp, or else multiple com- 
munication between vessels following 
trauma. All 4 patients were treated by 
a similar operative procedure. The prin- 
cipal arteries leading to the lesion were 
independently ligated. A flap of scalp 
was turned down to expose the lesion. 
Each vessel encountered was ligated and 
divided. The main vessels wére com- 
pletely excised. The flap was replaced 
with stitches of silk in the galea and in 
the skin. 1 reference. 9 figures. 
Ligation of the Innominate Artery for In- 
nominate Aneurysm Using Rubber 
Bands. Josiah C. Trent, Ann Arbor, 
Mich. Surg., Gynec. & Obst. 82:463- 
70, April 1946. Ligation with rubber 
bands of the innominate artery proxi- 
mally, because of a syphilitic aneurysm, 
resulted in a complete disappearance of 
- the aneurysm and a clinical cure of the 
patient. Although no appreciable de- 
crease in the size of the mass was noted, 
pulsations ceased immediately. To avoid 
spontaneous rupture, the aneurysm was 
drained of 100 cc. of pus and thrombus 
on the fifteenth postoperative day. Be- 
cause of hemorrhage two and one-half 
‘months later, a sclerosing solution of 
50 per cent glucose, and then a 5 per 
cent sodium morrhuate solution, was in- 
jected through a persistent sinus tract 
at the former site of drainage. A month 
later the patient developed an infection 
under the old thoracotomy wound, which 
subsided following drainage. 
Traumatic Aneurysm. (Editorial). Lan- 
cet 1:578-80, April 20, 1946. The op- 
eration’ for aneurysm is now a well- 
planned procedure. The external or 
common iliac artery, or both, may be ex- 


posed by an extraperitoneal approach 
and controlled before a high femoral 


- aneurysm is dealt with. A central sec- 


tion of. the clavicle may be resected to 
give access to the subclavian aneurysm 
(third part); the absence of pain and 
rapid restoration of movement after this 
procedure are remarkable. For the in- 
nominate aneurysm, splitting the sternum 
gives a good exposure. Intermittent 
compression of the vessel proximal to 
the aneurysm in an attempt to force the 
collaterals is no longer practised; this in- 
creases the risk of clotting in the sac 
and subsequent embolism. The advent 
of penicillin has reduced the hazard of 
sepsis in these operations. 13 references, 


The Management of Aneurysms of the 


Lower Extremities. George D. Lilly, 
Miami, Fla. Ann. Surg. 123:601-609, 
April 1946. Aneurysms of the popliteal 
artery are a frequent complication of 
arteriosclerosis. If neglected they will 
ultimately create a surgical emergency, 
either because of a propagating, occlud- 
ing thrombus, or because of rupture. 
These emergencies frequently terminate 
in amputation. These undesirable re- 
sults may be avoided: (1) by careful ex- 
amination of all patients who complain 
of peripheral vascular impairment of the 
lower extremity, to detect the presence 
of an aneurysm, (2) by performing a 
lumbar sympathectomy to establish quick- 
ly adequate collateral circulation, and 
(3) by repairing the arterial defect with 
a Matas’ obliterative endoaneurysmor- 
raphy. Five cases are presented, 4 of 
them over 60 years of age. All demon- 
strated marked vasodilation following 
sympathectomy, in spite of their ad- 
vanced arteriosclerosis. 25 references. 
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42. Veins 


HEPARIN IN VENOUS THROMBOSIS 


GuNNAR BAUER 
Mariestad, Sweden 
J. A. M. A. 131:196-203, May 18, 1946 


Phlebographic examinations were 
performed on nearly 600 patients and 
it was concluded that acute thrombosis 
of the deep veins of the leg practical- 
ly always begins in the calf veins and 
proceeds proximally. This knowledge 
facilitates a very early diagnosis of 
incipient thrombosis so that at the least 
suspicion the examination can immedi- 
ately be directed towards the lower 
leg. The diagnosis, if possible, should 
be verified by phlebography. 

Tenderness over a certain segment 
to palpation from the back of the calf 
into the deeper layers was the most 
constant sign pointing to a probable 
thrombosis. However, neither this 
sign alone nor in combination with a 
mild swelling of the calf muscles and 
spontaneous pains could be considered 
as a sure indication that thrombosis 
was present. Phlebographic studies 
revealed that one-third to one-half of 
such patients were free from throm- 
bosis. 

Heparin given by intermittent in- 
travenous injections, proved very val- 
uable because it stops further propaga- 
tion of the thrombotic process. Imme- 
diately after the diagnosis of throm- 
bosis or pulmonary embolism is made, 
150 mg. of heparin is administered; 
depending on the time of the day at 
which the treatment was started, one 


or two doses of the same size are 
given. An interval of four hours is 
allowed to elapse between the doses. 
The last-dose is given late at night. 
On the following days 3 to 4 injec- 
tions are usually given, with early 
morning and night doses of 150 mg. 
and a noonday dose of 100 mg. The 
treatment is supplemented by forceful 
active leg movements from the first 
day. The patients are ordered to leave 
bed one day before the heparin treat- 
ment is terminated. 

This therapeutic procedure was fol- 
lowed in 209 cases of acute deep leg 
thrombosis during a five-year period. 
There was no death from postopera- 
tive pulmonary embolism. Three fa- 
tal cases occurred among the patients 
not operated on. In the cured 206 
cases, fever, leg swelling and pain dis- 
appeared so promptly that the patients 
were able to leave their beds after an 
average of 4.7 days. 

As compared with the customary 
treatment, heparin therapy decreased 
the mortality to less than one-tenth 
and reduced the confinement to bed 
from forty to about five days. Heparin 
treatment seemed to prevent the after- 
effects of thrombosis, such as perma- 
nent swelling of the leg and, later on, 
brown induration and formation of 
ulcers. 
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PORTACAVAL ANASTOMOSIS: A REPORT OF FOURTEEN 
CASES 


ArTHUR H. BLAKEMORE 
College of Physicians and Surgeons, Columbia University, New York, N. Y. 
Bull. New York Acad. Med. 22:254-63, May 1946 


Portacaval anastomosis for relief of 
portal hypertension has been done in 
14 cases. In 4 of these cases, the por- 
tal bed obstruction was extrahepatic, 
and in 10 cases the obstruction was in- 
trahepatic because of portal cirrhosis 
of the liver. There were 2 postopera- 
tive deaths, both occurring in cases of 
cirrhosis. 

Splenectomy with left nephrectomy 
and anastomosis of the splenic vein to 
the stump of the left renal vein was 
done in 6 cases; in 1 case the Carrel 
suture technic was employed for the 
anastomosis, in the other 5 cases, vi- 
tallium tubes without suture. In 1 
case of cavernomatous transformation 
of the portal vein in a boy of 9 years 
of age who had a splenectomy previ- 
ously, the stump of the splenic 
vein was isolated and end-to-side an- 
astomosis with the vena cava done, 
employing sutures. In the other 7 
cases end-to-side anastomosis of the 
portal vein to the vena cava was done 
(Eck fistula), using vitallium tubes 
with the nonsuture technic. 

In 3 of the 4 cases of extrahepatic 
portal block, there has been definite 
improvement since operation; bleed- 
ing episodes have occurred, but have 
been less severe and less frequent, and 
there has been no hematemesis in any 
of these 3 cases. An illustrative case 
of this type is reported in a girl 16 
years of age with an obstructive lesion 
of the portal vein, who one and a half 
years after a splenorenal shunt, had 
only 2 bleeding episodes, neither 
severe, and had had no bleeding for 
nearly a year at the time of the last 


report. The only failure in these cases 
of extrahepatic block was in the case 
in which an Eck fistula was estab- 
lished. This type of operation is evi- 
dently unsuitable for cases of extra- 
hepatic portal block. 

The 8 patients with cirrhosis of the 
liver, surviving operation, were fol- 
lowed up; in 4 of these anastomosis 
of the splenic vein to the renal vein 
stump had been done, and in the oth- 
er 4 the Eck fistula operation. In 
cases of portal hypertension due to 
cirrhosis of the liver, the indications 
for portacaval anastomosis are not as 
clear-cut as in cases due to extrahe- 
patic portal block. In cases of cirrho- 
sis a thorough trial of medical treat- 
ment by modern methods should be 
made before operation is considered, 
except in those cases in which life is 
threatened by hemorrhage. Even in 
these cases, a careful evaluation of the 
indications for operation must be 
made, as these patients are poor op- 
erative risks. Three of the 8 patients 
who survived operations were in this 
group, but in 2 of the 3 the convales- 
cence was “stormy.” All of these 3 
patients have had 1 bleeding episode 
since operation, but of a much less se- 


vere type than previously, and not ac- . 


companied by hematemesis. Spleno- 
renal anastomosis, using vitallium 
tubes, was done in 2 of the 3 cases; 
in the third case the portal vein was 
joined to the vena cava using a vein 
graft. This technic is considered to 
be “objectionable,” but was necessary 
in this case because of tissue edema. 
In all these cases it is now realized 
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that a direct end-to-side anastomosis 
of the portal vein to the vena cava 
would have been preferable. 

Excessive peritoneal fluid was pres- 
ent at the time of operation in 7 of 
the 8 cases; in 3 cases there was no 
reaccumulation of fluid after opera- 
tion, in 2 cases, 1 and 2 paracenteses 
respectively were required; in 2 cases 
several paracenteses at increasing in- 
tervals were necessary. A study of 
portal pressure readings before and 
after operation would have been de- 
sirable, but such readings could not 
often be made and the records are 
very incomplete. Protein values were 
determined before and after operation 
in the 8 cases. In 1 case (without 
ascites), there was a significant rise 
in total proteins and albumin after 
operation; in 2 cases, a slight rise; and 
in 5 cases a slight fall. Bromsulpha- 
lein liver function tests were done be- 
fore and after operation in 7 of the 8 
cases. In 4 cases bromsulphalein re- 
tention decreased following operation 
from 2 to 32 per cent; in 3 cases 
there was a slight increase in bromsul- 
phalein retention (4 to 7 per cent). 
There was usually a decrease in pro- 
thrombin time in those cases in which 
it had been above normal. 

Two of the 8 patients with cirrhosis 
have died; but both showed definite 
improvement for a considerable peri- 
od after operation. One of these pa- 
tients was a 5-year-old child, who 
also had polycystic disease of the kid- 
ney and chronic nephritis; death was 


due to uremia. At autopsy, fibrotic 
occlusion of the splenic vein was found 
at the site of anastomosis (spleno- 
renal anastomosis). The second pa- 
tient was a man 42 years of age who 
had very severe cirrhosis and died one 
year after operation; ascites had never 
recurred in this patient. 

The series of cases reported is too 
small to allow definite conclusions to 
be drawn, but the results indicate the 
possible benefits of portacaval shunt, 
if the indications for the operation are 
carefully considered; and careful at- 
tention is given to all the details of 
the technic. 3 tables. 


REFERENCES TO CURRENT ARTICLES 


The Rationale of Portacaval Anastomosis. 
Allen O. Whipple, New York, N. Y. 
Bull. New York Acad. Med. 22:251- 
53, May 1946. In cases of cirrhosis, 
some of the hepatosplenopathies and 
many of the congestive splenomegalies, 
ascites and gastro-intestinal hemorrhages 
are the most serious symptoms. Ascites 
is usually associated with liver damage; 
Lvere hematemesis is usually due to rup- 
tured esophageal varices resulting from 
portal hypertension, which is caused by 
either an intra- or an extrahepatic portal 
block. The purpose of portacaval anas- 
tomosis is to relieve portal hypertension 
and increase the blood supply to the 
liver. Special technics developed by 
Blakemore at the Spleen Clinic of the 
Medical Center (New York) have 
made it possible to unite the larger trunks 
of the portal system with those of the 
vena cava and ultimately to perform an 
Eck fistula operation in selected cases. 
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43. Orthopedic Surgery 


REFERENCES TO CURRENT ARTICLES 
Patellectomy in the Military Service. 
Thomas Horwitz (Lt. Col., M.C., 
A.U.S.) and R. G. Lambert (Capt., 
M.C., A.U.S.) Surg. Gynec. & Obst. 
82:423-26, April 1946. In a study of 
19 patellectomies, of which 10 were 
compound, comminuted fractures, 8 
cases of chondromalacia, and 1 un- 
united, simple fracture, it was found 
that limitation of flexion or extension of 
the knee following surgery could be pre- 
vented by eliminating the slack in the 
quadriceps tendon which is created when 
the patella is removed. By making a 
short median parapatellar incision, and 


44. Fractures 


a straight longitudinal incision through 
the quadriceps expansion in the midline 
of the patella, the patella is excised and 
the quadriceps tendon is then plicated 
laterally for a calculated distance of 1.6 
cm. with the knee in full extension, thus 
taking up the slack of the quadriceps. 
Postoperatively, the knee is immobilized 
in full extension for one week and with- 
in two weeks can usually begin bearing 
weight. [Since being convinced that re- 
moval of a portion of the patella appar- 
ently causes no disability, one Editor be- 
lieves that this operation is useful in cer- 
tain cases, especially comminution with 
separation of fragments.—En. ] 


THE TREATMENT OF FRACTURES OF THE FEMUR IN 
INFANTS (Le traitement des fractures du fémur chez le nourisson) 


C. SCHOLDER 


Schweiz. med. Wchnschr. 


The treatment of femoral fractures 
in infants differs from that in young 
children. In the latter group the 
weight of the lower part of the trunk 
is sufficient to secure a contraextension. 
The weight of an infant is insufficient 
for such counteraction. The delicacy 
of the skin at this early age does not 
permit the application of adhesive 
tape. Finally, the dorsal position with 
immobilization in a traction apparatus, 
and the particular position of the low- 
er extremities, make feeding extreme- 
ly difficult. 

The author recommends the fol- 
lowing position: The thighs are 
placed in a 90° flexion, in adduction. 
The feet are then placed on a contra- 
lateral thigh, with a flexion of the legs 
toward the thighs, also at 90°. This 


76:141, Feb. 16, 1946 


position gives a good support for trac- 
tion and contratraction and avoids le- 
sions of the integument. The appa- 
ratus is almost entirely out of the way 
of the urinary flow. 

The effort of traction and contra- 
extension is carried mainly by the 
large surfaces of support, which are 
the leg of the affected side (for the 
traction) and the lateral part of the 
pelvis on the side of the fracture (for 
the contraextension). The child is 
able to maintain this cast for 15 days 
without difficulty. By this time the 
fracture is almost entirely consoli- 
dated. The old cast is then removed 
and replaced by a new and simple one, 
which facilitates the final consolida- 
tion. 
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TOPICAL PENICILLIN TREATMENT OF ESTABLISHED 
INFECTION IN COMPOUND FRACTURE WOUNDS 


JosepH (Major, M.C., A.U.S.) 
Van Nuys, Calif. 
Surg., Gynec., & Obst. 82:557-66, May 1946 


Use of parenteral penicillin in the 
treatment of established suppurative 
infections in compound fracture 
wounds is of little value since only a 
small proportion of the penicillin per- 
meates the edematous induration zone 
of tissue which forms a wall about the 
site of infection. 

The use of topical application of 
penicillin in lubricating jelly has the 
advantage of maintaining high con- 
centrations of penicillin in the area of 
the wound without the use of cumber- 


some technic or apparatus. This prep- 
aration is effective in permeating the 
barriers in the zone—of infection as 
shown in the treatment of 28 com- 
pound fracture wounds, which were 
previously slow in responding to ac- 
cepted methods of therapy for peri- 
ods varying from two to twenty- 
seven months, but showed highly sat- 
isfactory results in all but 2 cases with 
the use of penicillin in lubricating 
jelly. 


OSTEOSYNTHESIS OF MEDIAL FRACTURES OF THE 
FEMORAL NECK WITH THE AID OF THREE 
NAILS (“MULTIPLE NAILING”) 


GuNNarR Nystrom 
Acta chir. Scandinav. 91:449-71, 1944 


In a seven year period 242 patients 
with fractures of the neck of the fe- 
mur were admitted to the surgical 
clinic of the University of Uppsala. 
Of these 59 (24 per cent) were not 
operated on; 7 were operated on by 
the Sven Johansson method, using a 
Smith-Petersen nail, 79 patients by 
the author’s own method, using his 
lighter, triangular nails, and later 97 
fractures, using his heavier quadran- 
gular nails. 

These nails are of different lengths, 
about 5 mm. in diameter, taper to- 
wards the point and have a plaque of 
soft steel at the base. They are not 
flanged, as is the Smith-Petersen nail, 
but shallowly excavated. They are 
introduced through holes drilled in 
the cortex of the greater trochanter 


and driven through the femoral neck 
into the head, where they spread fan- 
wise. A preliminary period of ex- 
tension may be necessary to secure the 
proper reduction of the fragment. 

Results, even with the lighter nail, 
were much better than those with the 
Smith-Petersen nail, as previously re- 
ported by Linton (1944). However, 
there were 5 instances (9.6 per cent) 
of necrosis of the femoral head and a 
total of 7 cases of pseudarthrosis re- 
sulting chiefly from bending, slipping 
or breaking of the lighter nail. More 
than 30 per cent of patients were ex- 
cluded from operation during this 
period; nevertheless the mortality 
was 7.6 per cent. 

Since the substitution of the heavier 
nail, bony union has been achieved in 


le 
d 
d 
6 
is 
5. 
d 


244 QUARTERLY REVIEW OF SURGERY 


every case and there were only 10 per 
cent of necroses of the femoral head, 
despite the fact that the author now 
had more confidence in the method 
and admitted all but 13.9 per cent of 
the femoral fractures during this pe- 
riod to operation. The very old de- 
bilitated patients with an estimated 
brief life period were now operated 


upon, because of the greater ease with 
which they could be cared for, the 
shorter period of hospital stay and the 
ability to get them up earlier with 
safety. The mortality (8.2 per cent) 
was also no worse than in the preced- 
ing period with the use of the lighter 
nail. 3 references. 12 tables. 17 fig- 
ures. 


BONE GRAFT IN NON-UNION OF WAR FRACTURES 


SPENCER J. SNEpECOR (Lt. Col., M.C., A.U.S.) and 
Francis L. Correy (Major, M.C., A.U.S.) 
Am. J. Surg. 71:577-86, May 1946 


The prime factors which should be 
carefully studied in each prospective 
case are: (1) timing, (2) skin surface, 
(3) bed, (4) source, (5) type and (6) 
fixation. 

A safe time interval of eight to 
sixteen weeks after all evidence of in- 
fection had ceased was followed. It 
was repeatedly shown that the cover- 
ing above the graft was of vital sig- 
nificance to its life. Any real amount 
of scar tissue above a graft was pro- 
hibitive. By preference the graft was 
immersed in normal-appearing mus- 
cle, or at least with a good muscle bed 


below and subcutaneous fat and skin 
above. 


The tibia was the most common 
source of bone for grafting, but the 
iliac crest was often chosen when it 
could be used because of its better 
osteogenic properties. By choice the 
tibial crest was avoided because of the 
reported frequent fractures in such 
donor sites even six months or more 
after removal of the graft. Six to 8- 
inch sections of the whole fibula have 
been taken several times without any 
residual symptoms. The iliac crest 
was the best area from which to ob- 
tain bone chips if no immediate source, 


such as the cancellous bone of the up- 
per tibia, was available. A section of 
rib was easily removed and used as a 
whole, or split into two grafts which 
were quite serviceable, for instance, in 
a wrist fusion. Small grafts for met- 
acarpals were taken handily from the 
proximal ulna. Many different types 
of grafts were selected according to 
the individual problem. Rigid fixa- 
tion was obtained by either bone car- 
pentry, metal or both. 

Onlay grafts were the most desir- 
able type for shafts of long bones, 
provided a good bed of bleeding re- 
cipient bone could be obtained. On 
both the femur and tibia they were 
applied to the outer aspect. The diffi- 
cult area of lower tibia was best joined 
by a combination inlay from the op- 
posite tibia plus an onlay graft along 
the lateral border, using the bone re- 
moved from the incipient slot. Osteo- 
periosteal grafts were desirable when 
rigidity was not required but bone 
growth was to be especially promoted. 
Dual grafts were excellent to make 
up the defects in long bones. 


REFERENCES TO CURRENT ARTICLES 


Metatarsal Fracture. E. J. Morrissey, 
Bethlehem Steel Company, Bethlehem, 
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Pa. J. Bone & Joint Surg. 28:594- 


602, July 1946. In 61 cases of met- 
atarsal fracture treated by the applica- 
tion to the foot of a simple molded leath- 
er arch, with or without a metatarsal 
pad of sponge rubber, and held in place 
by means of adhesive stapping, patients 
started immediate or comparatively early 
weight bearing, and a minimum of time 
was lost from work. Results were ex- 
cellent from an anatomical, functional 
and economic standpoint. [If this meth- 
od stands further trial, it is a great im- 
provement over older treatments. In the 
experience of one of the Editors the op- 
posite treatment, immobilization in plas- 
ter, was followed by a varying period of 
painful use of the foot even when posi- 
tion of fragments and union were sat- 


isfactory.—Ep. ] 


Fractures of the Head of the Radius. Ju- 


lian E. Jacobs (Lt. Col., M.C., A.U.S.) 
and Harold B. Kernodle (Capt., M.C., 
A.US.). J. Bone & Joint Surg. 28: 
616-22, July 1946. Results in the 
treatment of forty-two simple, acute 
fractures of the head of the radius are 
given. The actual rotation of the fore- 
arm on the ulna demands nearly exact 
anatomical reposition of the fragments of 
the head in order to retain full supina- 
tion and pronation. Fractures with 
marked displacement of one or more 
bony fragments require early excision of 
the head of the radius. Nine cases were 
treated by surgical excision and the rest 
were treated conservatively. The results 
were excellent. 


Foot Exerciser. Charles F. Shroeder. J. 


Bone & Joint Surg. 28:648-49, July 
1946. 


Treatment of Open Fractures of the Fem- 


oral Diaphysis. Alzamora Albeniz, Bar- 
celona Red Cross Brigade. Lancet 1: 
605-608, April 27, 1946. A method 
of plastering open fractures of the femur 
with the limb in semiflexion is described. 
Gravely ill patients with a fractured fe- 
mur who live until the leg has been plas- 
tered in flexion are usually saved. Pa- 
tients may die before or after surgical 
intervention, but once the plaster is on 
their general state improves rapidly. Of 
314 cases treated with the above ther- 
apy, only 10 (3.1 per cent of the group) 
died before the plaster could be applied. 
All other patients did well under this 
therapy. Of the 314 femur fractures 
treated, 298 were war injuries. 10 fig- 
ures. 1 table. 


Progress in Orthopedic Surgery for 1944: 


A Review Prepared by an Editorial 
Board of the American Academy of 
Orthopedic Surgeons. XIII. Fractures. 
Walter G. Stuck, San Antonio, Texas; 
Don H. O’Donoghue, Oklahoma City, 
Okla., Herman F. Johnson, Omaha, 
Neb., Charles J. Frankel, Charlottes- 
ville, N. C., and C. R. Rountree, Okla- 
homa City, Okla. Arch. Surg. 52:66- 
97, January 1946. The largest num- 
ber of articles on fractures included in 
this review were from men in military 
service. The authors review the follow- 
ing: fractures of the upper extremity, of 
the spine, of the pelvis, of the femur, of 
the leg; ligament injuries and sprains 
about the ankle; compound fractures and 
battle fractures; march fractures or fa- 
tigue fractures. 81 references. 


th 
he 
he 
th 
t) 

d- 

er 

g- 

p- 

of 

ch 
in 

he 

eS 

to 

a- 

r- 

r- 

yn 

re 

- 

ad 

1g é 

O- 

ne 

d. 

Ke 

ES 

n, 


QUARTERLY REVIEW OF SURGERY 


Dislocations 


See Contents for Related Articles 


46. Bones 


THE PROBLEM OF EWING SARCOMA OF BONE 


Henry L. JAFFE 


Bull. Hosp. Joint Dis. 


A study of 17 cases of Ewing sar- 
coma of bone indicates that the com- 
bination of surgery and radiation ther- 
apy offers the most promising results, 
although as a rule prognosis of the 
disease is poor; only | of the 17 pa- 
tients studied here survived. 

Ewing sarcoma is a specific malig- 
nant tumor primary in bones; no es- 
teogenic potentialities are found in tu- 
mor cells of this lesion, and perivas- 
cular orientation of the tumor cells is 
not a cytologic characteristic of these 


6:82-85, October 1945 


tumors. The majority of patients 
who suffer from this disease are in the 
second decade of life; the presenting 
lesion is usually found in a trunk 
bone. Symptoms include secondary 
anemia, increased sedimentation rate 
of blood and some fever. The au- 
thors warn that diagnosis of Ewing 
sarcoma must not be made without 
considering the possibility that the 
condition may be a sympathetic neuro- 
blastoma or anaplastic carcinoma met- 
astatic to the affected bone. 1 figure. 


THE TREATMENT OF CHRONIC OSTEOMYELITIS BY THE 
USE OF MUSCLE TREATMENT OR ILIAC GRAFT 


Epwarp K. Pricce (Lt. Col., M.C., A.U.S.) 


J. Bone & Joint Surg 


A direct attack on chronic osteomy- 
elitis that will shorten time spent in 
hospitals and rid the patient of 
chronic drainage of wounds is most 
valuable. The principle of the au- 
thor’s management is to eliminate 
“dead” space by means of muscle or 
iliac graft after infective and hypo- 
vascular tissue has been completely 
excised. Then the wounds are closed. 
The period of morbidity is shortened. 

Chemotherapy has not been found 
to be effective in tissue with dimin- 
ished vascularity. Transplanting a 
healthy muscle with good blood sup- 
ply to a cavity that has been freed of 


28:576-93, July 1946 


all diseased tissue has been shown to 
bring about healing of an osteomyel- 
itic focus. Osteomyelitis of the fol- 
lowing bones has been treated by ex- 
cision and obliteration of the defect 
with viable muscle: scapula, clavicle, 
humerus, forearm bones, metacarpals, 
pelvis, femur, fibula, metatarsals, ver- 
tebral processes and ribs. The pro- 
cedure is to do a radical excision of 
avascular and infected tissue, fill the 
bone defect by viable muscle, and do 
a loose primary or secondary suture. 
Before the operation is done lipiodol 
is injected into the sinuses and roent- 
genographic studies are made. The 
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patient is thoroughly prepared with a 
high-protein diet, vitamins and whole 
blood if necessary. If possible, a 
tourniquet of the air-pressure type is 
used. for the operation. Methylene 
blue is injected into all sinus’ tracts. 
Plaster-cast immobilization is used as 
indicated, and postoperatively penicil- 
lin therapy is started and continued 
for three weeks. Major joints were 
involved in four instances. The 
wounds healed well in all cases of 
joint involvement. The author re- 
ports that of 44 foci of infection, good 
results were obtained in 43. 

In anatomical locations where mus- 
cle was not available to fill a’ defect, 
iliac cancellous bone was used. These 
locations were the anterior surface of 
the tibia, the radial styloid and the 
calcaneus. Iliac bone transplant to 
the femur was not successful. The 
same principle applies in filling the 
defect after excision with cancellous 


bone as with muscle. It was found 
that cortical bone was not satisfactory, 
as it sequestrated. To prepare the 
wound, the bone defect was first filled 
with gauze dressings wrapped around 
a Dakin tube or male catheter, and 
penicillin was used locally and intra- 
muscularly. In seven to ten days 
there is healthy granulation tissue 
present and the bone may then be 
“shingled” into place. At the opera- 
tion the wound over the ilium is first 
closed to prevent cross contamination. 
Closure of the osteomyelitic focus is 
complete save for a small opening di- 
rectly over the grafts. Plaster im- 
mobilization is utilized. Secondary 
closure is made in three weeks. The 
results of iliac bone filling and clos- 
ure were good in eight cases, fair in 
eight cases and failure was reported 
in four cases. 3 references. 2 tables. 
41 figures. 


CHRONIC OSTEOMYELITIS COMPLICATING WAR 
COMPOUND FRACTURES 


Tuomas Horwitz (Col., M.C., A.U.S.) 
Hines, Il. 
Surg., Gynec. & Obst. 82:573-78, May 1946 ° 


A plan for conservative ostectomy, 
followed by wound closure on the 
fifth postoperative day in cases of 
chronic osteomyelitis complicating 
war compound fracture, appeared 
warranted. The ostectomy is limited 
to the removal of bone that is obvi- 
ously dead and detached. The upper 
and lower portions of the wound are 
closed with silkworm gut or wire 
while the central portion is left open 
with two sutures placed in readiness 
for closure on the fifth postoperative 
day. Vaseline gauze or a rubber 


drain is inserted into the depths of the 
central portion of the wound and 
plaster of Paris fixation is applied. 
The drain is removed through a fen- 
estrum on the fifth postoperative day, 
and the sutures are closed if the ap- 
pearance of wound warrants it; the 
sutures are removed on the tenth 
postoperative day, and the cast is 
closed for one month. Penicillin in to- 
tal doses of 1,200,000 to 2,400,000 
units systemically administered is of 


definite benefit. 
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TRAUMATIC OSTEOMYELITIS: THE USE OF SKIN GRAFTS. 
PART Il. (SUBSEQUENT TREATMENT) 


Ropert P. (Lt. Col., M.C., A.U.S.), Louris M. Rosati (Capt., M.C., 
A.U.S.) and Roperr A. Murray (Capt., M.C., A.U.S.) 
Ashford General Hospital, W. Va. 
Ann. Surg. 123:688-97, April 1946 


An analysis of the fate of 126 free 
skin grafts employed to heal saucer- 
ized osteomyelitic wounds is present- 
ed. In some instances of failure two 
or more grafts were applied succes- 
sively to the same wound. The vi- 
tality of free skin grafts is threatened 
by thinness, congestion, infection, im- 
paired venous return, irritation, mac- 
eration and smegma formation. 


The simplest type of replacement 
is excision of the graft and closure of 
adjoining tissue. Success depends on 
a great proportion of soft tissue in- 
volvement to bone involvement and a 
small ratio of width of the original 
wound to the circumference of the 
part involved. 


A large free graft may be replaced 
in the upper extremity by a direct ab- 
dominal pedicle, and in the lower ex- 
tremity by a single-pedicle, cross-leg 
flap. These are called open pedicles. 
If this method is not feasible, a tubed 
pedicle, or a “paddle” extension of a 
tubed pedicle may be used. These 
are closed pedicles. 

If the free-grafted surface is flat, 
success is easy. If it presents a cav- 
ity, plastic surgery plus the hazard of 
introduction of material to fill the 
cavity are involved. The direct ab- 
dominal pedicle flap has been a de- 
pendable procedure. 


The cross-leg flap has proved re- 
liable. Fibrotic tissue must be re- 
moved from the deep surface of the 
pedicle at the time of its transference. 


Plaster encasement must be applied in 
advance, to the donor and to the re- 
cipient leg. Surgery is performed 
through windows. Upon completion, 
struts of plaster and wood bind the 
legs together. 

No pedicle graft should be forced 
by pressure or suture into a cavity. 
Dead space is filled with bone as free 
graft, or with fat and muscle as pedi- 
cle grafts. The success with bone as 
a fillage was poor. Because of fail- 
ures when iliac bone chips were used 
as replacement, abdominal tubed pedi- 
cles have been employed with excel- 
lent results. 4 references. 3 tables. 
5 figures. 


REFERENCES TO CURRENT ARTICLES 


Repair of Bony Defects Associated with 
Osteomyelitis. Guy A. Caldwell, Tu- 
lane Medical School, New Orleans, La. 
Ann. Surg. 123:698-704, April 1946. 
Surgical measures to remove dead bone, 
flattened cavities and obtain good soft- 
part coverage of the remaining bone are 
considered to be the mainstay for the 
treatment of chronic osteomyelitis. Peni- 
cillin and the sulfonamides play only a 
limited role in the elimination of infec- 
iton and final healing. Of 21 cases of 
localized osteomyelitis treated by various 
surgical procedures supplemented by 
chemotherapy, 80.9 per cent healed per 
primam but only 61.8 per cent remained 
healed after 5 to 12 months. Of 22 
cases of hematogenous osteomyelitis, 81 
per cent healed primarily and 63 per 
cent remained healed after 5 to 12 
months. 2 references. 
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47. Joints 


REFERENCES TO CURRENT ARTICLES 
Experiences with the Brittain Ischiofemor- 


Luke’s Hospital, New York, N. Y. J. 
Bone & Joint Surg. 28:550-54, July 


al Arthrodesis. Joseph A. Freiberg, Col- 
lege of Medicine, University of Cincin- 
nati, Cincinnati, Ohio. J. Bone & Joint 
Surg. 28:501-12; July 1946. In 6 
cases with tuberculous hip joints that had 
a Brittain ischiofemoral arthrodesis, heal- 
ing occurred under a compression force. 
Anatomical and physiological factors are 
conducive to solid fusion. In 4 of the 6 
cases, osseous fusion developed within 
seven to nine months. All results were 
good, 


Treatment of Congenital Dislocation of 


the Hip. Edward L. Compere and Wil- 
liam J. Schnute. Northwestern Univer- 
sity Medical School, and Children’s Me- 
morial Hospital, Chicago, Ill. J. Bone & 
Joint Surg. 28:555-64, July 1946. 
Treatment of 16 cases of congenitally 
dislocated hips, two of which were bi- 
lateral, was as follows: The lower ex- 
tremities were maintained in the “frog 
leg” case, in 90 degree abduction, for 
two months. An abduction spica cast was 
maintained for two months. Bilateral 
casts of the lower extremity, held widely 


_ apart by means of a plaster strut to main- 


tain constant abduction and slight in- 
ternal rotation, were used for two 
months. A Denis Browne splint with a 
long spreader bar was worn for two 
months, but removed each day for the 
bath. The spreader splint was left off 
for one hour, morning and afternoon, 
but was worn for the remaining 22 
hours each day. Each week an addi- 
tional hour of freedom from the splint 
was added, until it was finally left off 
during all of each day. The splint 
should be reapplied at bedtime each 
night, until the hip joint appears to be 
normal. No end results are reported, 
as the elapsed time had not been long 
enough. 


Knee Fusion by the Use of a Three- 


Flanged Nail. David M. Bosworth, St. 


1946. Eighteen cases of fusion of knees 
by the use of a three-flanged nail are 
cited. A vitallium nail of the Smith- 
Peterson type was driven from the upper 
surface of the medial femoral condyle 
downward through the condyle and 
through the tibial head and shaft. Of 
the author’s first 14 cases, union was se- 
cured in all except one with a Charcot’s 
joint and severe disintegration. In 4 of 
the cases it was less than three months 
since operation, and ankylosis had not 
yet been secured. 


Muscle-Flap Transplant for the Relief of 


Painful Monarticular Arthritis (Aseptic 
Necrosis) of the Hip. Charles S$. Ven- 
able and Walter G. Stuck, San Antonio, 
Texas. Ann. Surg. 123:641-55, April 
1946. Destructive arthritis of the fem- 
oral head follows old adolescent Perthes’ 
disease, slipped femoral epiphyses, dislo-. 
cations, fractures, or the normal wear 
and tear of life. The pathologic 
changes in the femoral head result in all 
cases from alterations in the normal 
blood supply. A muscle-flap transplant 
operation in the head and neck of the 
femur was developed to overcome the 
symptoms of “‘aseptic necrosis” and pain- 
ful osteoarthritis. The operation was 
performed upon 27 patients and, in all 
but 1 case there was striking relief of 
pain for at least two years. The sar- 
torius and rectus femoris muscles were 
retracted, the hip capsule incised longi- 
tudinally, a slot cut in the neck of the 
femur, and a flap from the medial half 
of the vastus lateralis muscle transplanted 
into the slot. 47 references. 14 figures. 


Three Instruments Designed to Facilitate 


the Bankart Operation for Recurrent 
Dislocation of the Shoulder. R. G. Lam- 
bert (Capt., M.C., A.U.S.) and 
Thomas Horwitz (Col., M.C., 
A.US.). J. Bone & Joint Surg. 28: 
641-43, July 1946. 
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Gunshot Wounds of the Major Joints. 
Paul W. Carney (Capt., M.C., 
A.U.S.), William T. Fitts (Capt., 
M.C,. A.U.S.) and Charles K. Kirby 
(Capt., M.C., A.U.S.), J. Bone & 
Joint Surg. 28:607-15, July 1946. 


48. Tendons 


Trimalleolar Fractures of the Ankle Joint. 
Leo Faske and Alfred L. Shapiro, Cum- 
berland Hospital, Brooklyn, New York, 
N. Y. Am. J. Surg. 71:625-35, May 
1946. 


FIXATION OF TENDONS, LIGAMENTS AND BONE BY 
BUNNELL’S PULL-OUT WIRE SUTURE 


J. AvBert Key 
Washington University School of Medicine, St. Louis, Mo. 
Ann. Surg. 123:656-63, April 1946 


Bunnell’s pull-out wire suture 
method was employed in the repair of 
tendons of the hand, ligaments, frac- 
tures of the patella, and especially in 
the fixation of tendons to bone in ten- 
don transplants. 

In the repair of tendons, the suture 
is about a foot of No. 34 stainless 
steel wire bent sharply in the middle. 
Each end is threaded on a needle and 
bent back and twisted on itself. One 
needle is passed through the proximal 
fragment of the tendon about % inch 
from the cut end, and with the needle 
slanting distalward, is woven three or 
four times through the tendon, care 
being taken to prevent kinking of the 
wire as each stitch is pulled taut. The 
short remaining end of the tendon is 
cut off and further traction on the 
wires makes them sink into the sub- 
stance of the tendon end. They are 
passed to the center of the distal frag- 
ment of the tendon, the needles are 
removed and both ends of the anchor- 
ing suture are threaded on a larger 
needle. The proximal part of the ten- 
don is pulled into position, the needle 


is pushed through the skin distal to 
this point and removed from the wires 
which are passed through a button 
and pulled taut to fix the end of the 
tendon. The distal part of the tendon 
is pushed down the wire against the 
proximal part and fixed with a single 
coapting silk suture. The ends of the 
pull-out suture are threaded and 
brought out through the skin proximal! 
to the tendon suture and left slack. 
The wound is closed and the part im- 
mobilized. Three weeks later the an- 
choring wire is cut and traction on the 
pull-out wire removes it. 

The removal of the suture union 
of the tendon is the chief advantage 
of the method. It is superior to and 
less difficult than any other method 
for fixing tendons to bones. The ne- 
cessity for prolonged external fixation 
is an objectionable feature in the use 
of this method for the repair of larger 
tendons. It is not recommended for 
fixing bone to bone because rigid im- 
mobilization is desirable. 4 references. 
5 figures. 
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49. Amputations 


A SERIES OF OVER 100 AMPUTATIONS OF THE THIGH FOR 
TROPICAL ULCER 


J. Markowrrz (Capt., R.A.M.C.) 
J. Roy. Army M. Corps 86:159-70, April 1946 


Amputation in 100 patients was 
done as a last resort. At the time of 
writing 32 have died (only 1 from 
surgical causes, the others from mal- 
nutrition and amebic dysentery), but 
considering the debilitated condition 
of the patients and the fact that ame- 
bacides were not available the results 
were exceptionally good. 

Because of the debilitated condition 
of the patients the operative technic 
had to be rapid. It took twenty min- 
utes, and in some instances when speed 
was most imperative it was completed 
in 12 minutes. After the operative 
site was disinfected with mercuro- 
chrome in spirit or any other disinfec- 
tant, but never tincture of iodine, the 
technic was as follows: 

The thigh was half flexed and the 
leg half extended. Just before opera- 
tion the leg was extended and a Sam- 
way anchor tourniquet was applied 
around the thigh. A circular cutane- 
ous incision was employed just above 
the upper border of the patella. When 
a reasonable supply of subcutaneous 
fat was present the deep fascia was 
dissected from the skin, otherwise not, 
and a cuff of skin and fascia was folded 
back about 3 inches anteriorly and | 
inch posteriorly. The bone was de- 
nuded of its muscles in four sweeps 1 
inch above the cutaneous incision. The 
point of the knife was inserted into 
the extensor pouch of the knee joint 
and the quadriceps was sectioned, simi- 
larly the hamstrings, biceps, and ten- 
sor fascia lata. The periosteum and 
popliteal fossa were severed by two 


or three bold sweeps. The muscle 
retractor was now encircled about the 
denuded femur. The femur was tran- 
sected at the junction of the lower and 
middle thirds. Bone dust was sponged 
away with biniodide lotion, and the 
retractor was removed. Artery for- 
ceps were now applied to all visible 
transected blood vessels. The popli- 
teal artery and vein were usually tied 
together. A further inch of both the 
internal and external popliteal nerves 
was resected. The tourniquet was re- 
moved. The muscles fell away nat- 
urally over the end of the bone and a 
continuous suture of linen was laid 
from side to side; this included the 
fascia lata, muscular fascia and tendi- 
nous insertions of muscles. The wound 
was again sponged with biniodide and 
the skin was closed with interrupted 
linen sutures. Drains were not used. 

Amputations below the knee dif- 
fered in only one respect: No attempt 


- was made to cover the exposed bones 


with a pad of muscle and fascia. The 
fibula was cut higher than the tibia. 
The skin was sutured to provide 
drainage in an anterior-posterior di- 
rection. 

Most of the wounds healed well 
by delayed primary union. Patients 
with dysentery or pellagra- showed 
delayed or absent wound healing with 
suppuration and breaking down of the 
suture line, and these had to be treat- 
ed as guillotine amputations. The 
wounds of a few of these patients 
have had to be resutured. 6 tables. 
2 figures. 
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The Syme amputation offers many 
advantages and its disadvantages are 
few. Proper selection of cases, the 
correct timing of the operation and a 
careful operative technic are neces- 
sary for good results. Properly se- 
lected candidates for the Syme ampu- 
tation must have good vascular and 
nerve supply to the affected part and 
sufficient plantar skin to make the 
weight-bearing flap unite without ten- 
sion. Diabetic patients as well as those 
with peripheral vascular diseases and 
nerve defects or loss of sensation from 
spina bifida must be excluded in mak- 
ing a preoperative selection. Any ex- 
isting infection must be well under 
control, and preferably, no infectious 
process in the surrounding area should 
be present. 

The Syme amputation has many ad- 
vantages over amputations below the 
knee and most short foot amputations. 
The end-bearing stump is covered by 
tough skin which is suitable for 
weight-bearing. The patient is able 
to get around the house without a 
prosthesis; this is of great psychologic 
advantage. There is freedom from 
pain, and it is not too difficult to fit a 
prosthesis. Soon after the patient be- 
gins wearing his prosthesis a normal 
heel-and-toe gait is possible. 

The operation is performed in three 


‘steps: In the first, the skin incision is 


made, the ankle is dislocated and the 
calcaneus is removed extraperiosteal- 
ly. In the second, the malleoli are 
sawed off at right angles to the long 
axis of the leg, tendons and nerves 
are cut after pulling them down, the 
heel flap is debrided and the major 


THE TECHNIQUE OF THE SYME AMPUTATION 


Rurus H. Avvprepce (Lt. Col., M. 
Tuompson (Lt. Col., M.C., A.U.S.) 
J. Bone & Joint Surg. 


C., A.U.S.) and T. CAMPBELL 
28:415-26, July 1946 


vessels are ligated. In the third, small! 
vessels are clamped and ligated until 
a dry field is obtained, the stump is 
closed, two rubber dam drains are in- 
serted and a pressure dressing is ap- 
plied. Routinely a pneumatic tourni- 
quet is used, and the pressure is let 
off following the completion of the 
second step. The “dog ears” are not 
trimmed, as this would embarrass part 
of the circulation of the flap. The use 
of a compression bandage will make 
these disappear. The pressure band- 
age is always applied with the knee 
in extension. 

In the postoperative care it is pref- 
erable to elevate the entire foot of the 
bed. The drains are removed in from 
two to seven days. If the circulation 
to the heel flap is threatened, block 
of the sympathetic trunk with novo- 
caine is carried out. After the third 
week the limb is allowed to hang 
down. Between the third and fourth 
week a walking pylon is applied. This 
plaster pylon is worn for about four 
weeks and then a plaster mold is made 
and a second plaster pylon is applied 
which is worn with active weight- 
bearing until the permanent prosthesis 
is ready for use. The authors report 
complications in approximately 10 per 
cent of this series of 75 cases. In three 
cases a revision was necessary; the 
other complications were of a minor 
nature. 

Syme amputations are satisfactory 
to both patient and surgeon, as they 
fulfill all the requirements for a good 
functioning stump. 2 references. 24 
figures. 
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REFRIGERATION ANESTHESIA FOR AMPUTATION 


Francis M. Massie 
Lexington Clinic, Lexington, Ky. 
Ann. Surg. 123:937-47, May 1946 


Living tissue is viable when com- 
pletely asphyxiated (with tourniquet) 
for many hours if the temperature is 
kept between 33 and 40 F. This time 
may be extended to many weeks if the 
tissue is to be removed later (by am- 
putation ). 

Cooling by an ice pack, with or 
without a tourniquet, stops pain, con- 
trols and prevents the spread of infec- 
tion in an extremity until the patient 
is prepared for surgery, and surgery 
is facilitated. In trauma and arterial 
embolism, the ice pack without tourni- 
quet preserves the tissues of the ex- 


tremity until collateral circulation de- 
velops which may make amputation 
unnecessary. It is useful in minor sur- 
gery with the tourniquet where no tis- 
sue is to be removed. 

Cooling may lower tissue resistance 
to infection. The procedure is useful 
for shock, insect and snake bites, pres- 
ervation of skin grafts, and burns of 
the extremities. It can produce com- 
plete anesthesia without shock to the 
patient or interference with his diet 
or insulin needs. 16 references: 2 
tables. 


A DISCUSSION OF CONTROVERSIAL POINTS IN 
AMPUTATION SURGERY 


Francis M. 
Battle Creek, Mich. 
Surg., Gynec. & Obst. 82:495-511, May 1946 


The experience gained from 2783 
patients with major amputations has 
established certain procedures and 
technics which are controversial. The 
safest type of procedure in the pres- 
ence of infection is the open circular 
or guillotine amputation. The skin 
is cut circularly at the lowest level of 
good tissue and is allowed to retract. 
At this retracted line, the fascia and 
superficial muscles are incised and are 
also allowed to retract. The deeper 
muscles are then sectioned at the line 
of retraction of the superficial muscle. 
The bone is next cut at the line of 
muscle retraction. Dissection and in- 
asion of the nerve trunk should be 
done high so that the neurons which 
will inevitably result in the natural 
healing of the nerve end are well re- 


cessed in the muscle. A _ periosteal 
technic has for years been advocated, 
but in the presence of infection it will, 
in a high percentage of cases, result 
in a ring sequestrum. Because of this 
the periosteum is not removed. 
Postoperatively skin traction is ap- 
plied by the use of stockinette glued 
above the amputation. Equal results 
were obtained with sulfadiazine or 
penicillin for the control of sepsis. 
Physical therapy postoperatively has 
a definite place in the care of ampu- 
tees, although massage is of little 
value, but its greatest aim is to pre- 
vent and release joint contractures, 
and to develop musculature. On 
weight-bearing stumps pedicle grafts 
are not satisfactory, as they will not 
stand the weight of a prosthesis. 


254 QUARTERLY REVIEW OF SURGERY 


50. Traumatic Surgery 


See Contents for Related Articles 


51. Burns 


A STUDY OF THE AZOTEMIA OBSERVED AFTER SEVERE 
BURNS 


James WALKER 
University of Pennsylvania, Philadelphia, Pa. 
Surgery 19:825-44, June 1946 


Studies of about 100 patients with 
thermal burns demonstrated a marked 
azotemia in severe burns. The rise 
in plasma nonprotein nitrogen was at- 
tributed chiefly to an increase in an as 
yet undetermined fraction. The de- 
gree of this elevation was of prog- 
nostic value. There also was a con- 
stant but less pronounced increase se- 
cretion of urinary nonprotein nitro- 
gen and that 30 to 50 per cent of this 
increase was due to the undetermined 
fraction. During the phase of toxemia 
there was a marked depression of the 
urea clearance which to some extent 
continued in cases of severe burns un- 
til the burned areas were epithelized. 

The occasional increase in blood 
urea nitrogen was not proportional to 
the rise in undetermined nitrogen and 
the urinary output was usually slight- 
ly increased. In all probability kidney 
damage is not the usual cause of death 
in burn toxemia. The urea nitrogen 
in fatal cases did not reach the levels 
commonly observed in uremia. In ad- 
dition, the urinary output of nitro- 
gen was increased in the majority of 
patients with burns and azotemia evi- 
dently developed in spite of increased 
elimination of nitrogen. 

The only patients who showed a 
fairly marked rise in urea nitrogen 


were those in whom marked oliguria 
was noted clinically. 

The carbon dioxide combining pow- 
er of the plasma showed a tendency 
to drop in the early stages of the burn 
but as a rule, returned to normal 
levels within 48 hours. A depression 
of plasma chloride was recorded only 
in severe burns. Correlation of the 
output of nonprotein nitrogen in the 
urine with the severity of the burn 
was not close. 


REFERENCES TO CURRENT ARTICLES 


Air Hygiene in Dressing-Rooms for Burns 
or Major Wounds. R. B. Bourdillon 
and L. Colebrook, Medical Research 
England. Lancet 1:561-65, April 20 to 
27, 1946. A forced ventilation plant 
was installed which gave highly filtered 
air at about 10 changes per hour; this 
was later raised to 20) changes per hour. 
During the six months of the study a 
low incidence of added infection among 
burnt patients was maintained; analysis 
“indicated that infection by streptococa 
was not transmitted in any instance in 
the course of dressing. A new technic 
of sampling air for bacteria is described 
which permits accurate determination of 
the time at which clouds of bacteria are 
liberated. 32 references. 9 figures. 


Treatment of Lewisite Shock with Sodium 
Salt Solutions. H. Cullumbine and G. 
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E. P. Box, Chemical Defence Experi- 
mental Station, Porton, England. Brit. 
M. J. 1:607-608, April 20, 1946. 
Large quantities of sodium chloride or 
sodium lactate solution reduce the mor- 
tality from lewisite shock, but different 
species of animals (mice, rats, guinea- 
pigs and rabbits) respond with varying 
degrees of facility. This study attempts 
to assess the efficacy of sodium salt solu- 
tions in the treatment of shock produced 
by the subcutaneous injection of lewisite 
oxide in 4 species of animals. 3 refer- 
ences. 7 tables. 

Chronic Disability in Mild Cases of Trench 
Foot. Franklin K. Paddock (Major, 
M.C., A.U.S.). New England J. Med. 
234:433-37, March 28, 1946. Pro- 
longed observation of mild trench foot 


52. Shock 


cases reveals that the complaints of foot 
pain and tenderness clear extremely 
slow. During the summer, hyperhidro- 
sis, with resultant skin maceration and a 
tendency to epidermophytosis, was fre- 
quent. Pain and tenderness felt on walk- 
ing, was less during warm weather, but 
the soldiers could not tolerate long 
marches. During the subsequent winter, _ 
a year after the onset of the disease, 
when the weather was cold and damp, 
spontaneous aching occurred, associated 
with further diminution of walking abil- 
ity, though not as severe as before. It 
appears likely that this disability will dis- 
appear only after a period of years and 
that therapy directed at the blood ves- 
sels and non-neural tissues will be of no 
avail. 8 references. 


See Contents for Related Articles 


53. Transfusions 


REFERENCES TO CURRENT ARTICLES 
Prevention of Transfusion Reactions Due 
to RH Factors. F. W. Gunz, Adden- 
brook’s Hospital, Cambridge, England. 
Brit. M. J. 1:601-602, April 20, 1946. 
An investigation was undertaken to dis- 
cover; (1) if a blood transfusion service 
could be run in a medium-sized hospital 
with an average clinical laboratory, so 
as to eliminate the possibility of haemo- 
lytic transfusion reactions due to Rh 
antibodies and (2) to determine the rate 


of formation of Rh antibodies in an un- 
selected series of patients receiving mul- 
tiple blood transfusions. During a seven- 
teen-month period in a hospital of 800 
beds, 232 patients were given a total of 
292 transfusions; of these 58 had more 
than: one transfusion. No hemolytic re- 
actions occurred during the period of the 
investigation; of 10 Rh-negative patients 
who received multiple transfusions 2 
were found to have developed Rh anti- 
bodies. 17 references. 2 figures. 
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54. Wounds 


SECONDARY SUTURE OF WAR WOUNDS 


Know B. LAwrENCE and Somers H. Strurcis 
Boston, Mass. 


Surg., Gynec. & Obst. 


In World War II the success of the 
U. S. Medical Corps policy of early 
debridement of wounds without pri- 
mary suture in preventing serious in- 
fection was demonstrated. Secondary 
suture prevented painful and disabling 
cicatrices, osteomyelitis, stiff joints, 
and muscle atrophy which were fre- 
quent complications of wounds al- 
lowed to heal by second intention. 

Intravenous sodium pentothal was 
the anesthetic of choice, although no- 
vocaine, locally, was used in about one 
quarter of the cases. Infiltration of 
subcutaneous tissue from the wound 
surface seemed simpler and caused 
less discomfort to the patient than 
block anesthesia through the intact 
skin. 

The most favorable time for sutur- 
ing was on the fifth or sixth day after 
debridement providing the wound 
was clean. Accurate approximation of 
the entire depth of the wound with- 


82:543-48, May 1946 


out excessive tension was the primary 
objective of the operation. The most 
common suture material employed 
was black silk sometimes in conjunc- 
tion with silkworm gut; the latter 
seemed to cause less tissue reaction. 
Wounds more than a week old gener- 
ally required freshening of the mar- 
gins to obtain apposition of the skin 
edges without inversion. Drains are 
avoided except in cases of compound 
fractures of the larger bones, where 
Penrose tubing through a dependent 
stab wound is preferable, and are usu- 
ally removed in 1-4 days. Wounds 
near joints required casts or plaster 
splints in order to prevent breakdown 
postoperatively. In the absence of in- 
fection, sutures were generally re- 
moved in from 10-14 days. In 84.4 
per cent of 1110 cases, satisfactory 
healing was obtained as a result of this 
procedure. 


THE RESULTS OF SECONDARY CLOSURE 


Puuuir S. Forse (Lt. Col., M.C., A.U.S.) 
New England J. Med. 234:320-22, March 7, 1946 


Observations made on secondary 
closures in 1450 patients, which con- 
stituted 43 per cent of all operative 
procedures over a nine-month period 
at an Army general hospital in a 
theater of operations, show that fa- 
vorable cases (those having adequate, 
prompt debridement without inter- 
vening dressings) amounted to no 


more than 5-8 per cent of the total 
number of cases. If these wounds 
were closed by the end of the first 
week, 95 per cent healed without com- 
plications; less than 2 per cent de- 
veloped frank sepsis; in 3 per cent, 
hematomas, requiring evacuation, 
were found. Wounds in this grouf 
of cases healed with a minimum of in- 
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duration and inflammatory reaction. 

After ten days, as the number of in- 
tervening dressings and the time in- 
terval between them increased, there 
was a2 corresponding decrease in the 
percentage of wounds that could be 
closed at the first dressing, reaching 
zero in about three weeks. In the 
cases of this group and those that are 
closed after being cleaned, 60 per 
cent is the highest percentage which 
can be expected. The ideal wound for 
closure is the one which has its de- 
bridement dressing removed in the 
operating room just before suture. In- 
termediate dressings should be dis- 
couraged unless there is a definite in- 
dication for them, such as fresh bleed- 
ing or systemic evidence of infection. 

Penicillin was routinely given these 
patients for forty-eight hours after 
closure at forward installations, but 
was not continued after that time ex- 
cept for specific indications. Once 
these patients had reached rear eche- 
lon hospitals, an adequate defense 
mechanism had been established, and 
only enough penicillin was needed to 
tide them over whatever breakdown 
of the walling-off process was incident 
to the secondary closure. 

In treating these cases, it was found 
best to have the dressing initially re- 
moved at the time of operation with- 
out any prior inspection. On removal 
of the vaseline gauze with which the 
wound was loosely packed, the tissue 
should be beefy red without foreign 
material, suppuration or slough. The 
skin borders should be pliable and 
elastic without surrounding induration 
er inflammatory reaction. The gen- 
eral appearance of the wound invites 
closure. Some wounds have a mild 
grayish exudate with a slightly glis- 
tening sheen which has not been found 
to be a danger signal. Antiseptics 


were not applied to the area nor was 
the wound washed out. Instead, the 
wound was covered with a sterile 
sponge while the surrounding ‘area 
was being prepared. In most cases, 
preparation consisted of painting the 
wound with two coats of Tincture of 
Merthiolate and one of alcohol. If 
the dressing had been disarranged and 
the area around the wound contami- 
nated, it was cleaned with a sponge 
moistened with tincture of green soap 
or ether before applying the antisep- 
tic solutions. It was thought that too 
vigorous scrubbing of the area might 
wash bacteria into the wound, so that 
the skin was washed at this stage only 
if such a step was visibly indicated. 
The wound itself was not prepared 
in any way. The presence of a little 
vaseline did not interfere with the 
healing process of closures or with 
grafting procedures. It was found 
that even considerable tension was tol- 
erated if other conditions were favor- 
able. Caution was observed in dealing 
with wounds of the buttocks, and in 
many cases, it was considered best to 
strap them with fenestrated adhesive 
strips. This method produced almost 
as good a closure as did suturing and 
was preferable when there was any 
possibility of sepsis. It has the ad- 
vantage of not sealing the wound and 
of pushing rather than pulling its 
edges together. It gives better results 
with deep wounds rather than with 
shallow ones, in which it has a tend- 
ency to roll the edges inward. An ex- 
tensive wound that laid the buttocks 
open down to the sciatic notch, ex- 
tending from the sacrum to the thigh, 
was closed with wide adhesive “but- 
terfly” straps, with excellent healing 
and a satisfactory scar. 


Closure was accomplished largely 
with deep interrupted silk sutures, 
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the bottom of the wound being picked 
up to obliterate dead space. Rarely 
were buried sutures used. When it 
was considered necessary to close the 
fascia of the thigh, a Penrose drain 
was inserted under the fascia, carried 
out through the most dependent por- 


tion and removed in forty-eight hours, 
If some type of grafting was indi- 
cated, the principle of early closure 
at the time of the first dressing ap- 
plied equally well to plastic a 
cedures. 


A CLINICAL SYNDROME FOLLOWING EXPOSURE TO 
ATOMIC BOMB EXPLOSIONS 


D. Kevver (Col., M.C., A.U.S.) 
J. A. M. A. 131:504-506, June 8, 1946 


Twenty-one patients who devel- 
oped a delayed illness, following their 
exposure to atomic bomb explosions 
in Japan, were studied. The patients 
do not include those receiving severe 
blast injuries or extensive external 
burns at the time of the explosion. 

The data on these few patients 
seem to indicate that the possibility of 
developing this syndrome is not sig- 
nificantly affected by distance from 
the center of the explosion as long as 
one is within a 2000 meter radius. 

Apparently people inside buildings 
were more apt to suffer from the de- 
layed effects of atomic bombs pro- 
vided they survived the initial effects. 

Although the symptoms are caused 
partially by a generalized disturbance 
in physiologic function, the effects can 
be attributed principally to destruc- 
tion or suppression of elements of the 
hemopoiectic system (mainly granu- 
locytes and thrombocytes) and to dis- 
turbance in liver function. The effect 
on the hemopoiectic system produces 
a leukopenia (principally a granulo- 
cytopenia), thrombocytopenia, in- 


creased bleeding time and hemor- 
rhagic tendencies with a resulting an- 
emia, fever and weakness. 

The effect of the atomic bomb ex- 
plosion on the liver function produces 
an albuminuria, tyrosinuria, hypopro- 
teinemia, positive indirect van den 
Bergh reaction, jaundice and fever. 

Fever and a corresponding rise in 
the pulse rate are the most common 
and prominent findings on physical 
examination. Hemorrhagic manifes- 
tations were found on admission or 
developed soon thereafter in the form 
of bleeding gums, petechiae, ecchy- 
moses -and nosebleed in 12 of the 
cases. The rapid sedimentation rate 
of erythrocytes gives evidence of ex- 
tensive tissue destruction within the 
body. The similarity of this illness to 
that following excessive irradiation of 
the body with roentgen rays is strik- 
ing. Fatigability was almost a univer- 
sal complaint. Other symptoms com- 
plained of by single patients were 
faintness, tightness in the chest, dizzi- 
ness, difficulty in swallowing and un- 
usual thirst. 
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THE EFFECT OF JUNIPER OIL AND ITS DERIVATIVES ON 
WOUND HEALING (Nekotorye itogi izucheniya zazhivleniya 
ran pod vliyaniem vozdeistviya na nikh archevogo 
masla i ego proizvodnykh) 


P. V. Srpovsku 
Medical Institute, Stalinabad, U.S.S.R. 
Byull. eksper. biol. i med. 205:10-11; 36-38, 1945 


Experiments on 76 rabbits, which 
had received a total of 326 wounds, 
were conducted for the past two and 
a half years. The effect of juniper 
oil and its derivatives on wound heal- 
ing was studied and the toxicity of 
these compounds was investigated in 
a series of supplementary experiments 
on 55 mice. 

The effect of pure oil and of its de- 
rivatives is similar in many ways. 
Several hours after the application of 
juniper oil or its derivatives a leuko- 
cyte barrier is formed in the tissues of 
the wounded area under the necrotic 
layer. Vasomotor disturbances such 
as hyperemia or hemorrhages are 
noted, as well as local disturbances of 


lymph circulation. The latter are ob- 
served often when 100 per cent pure 
juniper oil or any one of its fractions 
is used. 

The proliferation processes are con- 
siderably accelerated. Granulation 
tissues form earlier than in the un- 
treated (control) wounds. The area 
is larger and its transformation into 
new scar tissue is much quicker. Epi- 
thelization is likewise accelerated and 
the epithelium is of the flat type. 

In its therapeutic action juniper oil 
(or derivatives) is equivalent to Pe- 
ruvian balsam, and can fully replace 
this expensive imported medication. 
| figure. 
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Agonal States and Clinical Death: Prob- 
lems of Revival of Organisma. V. A. 
Negovski. Am. Rev. Soviet Med. 3: 
339-53, April 1946. This is a review 
of the studies reported on clinical death 
and revival of organisms; clinical death 
occurs when heart action and respiration 
cease; revival is possible within 5 to 6 
minutes after clinical death. In these 
studies intra-arterial transfusion, i.e., in- 


troduction of whole blood into the ar- 
teries under pressure, was found to be a 
valuable method for resuscitation. The 
blood should be citrated, and the addi- 
tion of glucose is of value. This must 
be combined with artificial respiration. 
When heart action has been restored, in- 
troduction of blood into the arteries 
should be stopped, and the usual method 
of intravenous transfusion employed. 
166 references. 
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To Accomplish a Soothing, Subjective 


Sensation of Eye Comfort 


DrvuG soLutions introduced into the conjunctival sac have their effect 
modified by a number of factors. Among these factors, the following three must 
be considered: 


1. Immediate dilution of the solution by tears present in the sac. 


2. Precipitation of the drug substance present in the tears or conjunctival sac— 
or its chemical union with such substance. This is especially important in the 
presence of highly aibuminous secretion, as may be seen by the white precipitate 
of silver albuminate formed when silver nitrate is applied to the lids covered 
with a purulent secretion. Such combination, of course, renders most of the 
drug inactive. 


3. Most important of all factors is the reaction of tissue and tears with the 
solutions employed. It has been shown that the reaction of commonly used 
collyria is the chief factor in irritation felt when they are introduced into the sac. 
Reaction of solutions is far more important than their osmotic pressure. Normal 
conjunctival secretion has a reaction of 7.2 to 7.4. In certain forms of chronic 
irritation or conjunctivitis, the pH varies from 6.8 to 6.9. Mere installation of 
an alkaline collyrium ts sufficient to allay symptoms of irritation. 


A simple form of buffer solution is an ideal medium for eye drops. An alkaline 
solution is less irritating and is a suitable medium for certain drugs. An alkaline 
buffer solution alone ts a non-irritating collyrium suitable for cleansing. Because 
of its proper pH, it reduces shock and increases effectiveness 


Murine, a modern isotonic collyrium, meets every one of the above 
desiderata, In addition, Murine is isotonic with the tears and is a 
truly buffered solution. Combined in Murine’s formula are the follow- 
ing ingredients: Potassium Bicarbonate, Patassium Borate, Boric 
Acid, Berberine Hydrochloride, Glycerine, Hydrastine Hydrochloride, 
“Merthiolate” (Sodium Ethyl Mercuri Thiosalicylate, Lilly) .oo1%e, 
combined with sterilized water. This all makes for a soothing, cleans- 
ing, and still uniquely therapeutically effective preparation for minor 
irritations of the eye. 


THE MURINE COMPANY, INC., 660 N. WABASH AVE., CHICAGO 11, ILL. 
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